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FOREWORD

It is the philosophy of the Department of Institutions that the

planning^ implementation and maintenance of Montana's mental health

system is a shared responsibility among federal y state and local agen-

cies. Each has a critical role to perform within the overall service

delivery system and no single agency can or should presume to operate

without the explicit cooperation and support of the others. It has been

through the combined efforts of each segment of the system that Montana

has made tremendous progress in development of appropriate services

both at our state institutions and at the local community level through-

out the state. The successes Montana has realized in deinstitution-

alization and community programs for the chronically mentally ill have

received national recognition. However, these programs have not come

easily nor can we slacken our efforts toward continued growth and

maturity for the system. Preservation of these programs will be pre-

dicated upon a much clearer delineation of the specific roles, re-

sponsibilities and expectations of the local, state and federal part-

nership. This document represents one aspect of that partnership. As

Montana moves through the five year cycle of this plan, it is not only

our hope but our expectation that there will be change and refinement to

the concepts presented herein. Working together will provide the

quality of mental health services Montanans expect and deserve.

P.S.B.









MONTANA MENTAL HEALTH SERVICES PROGRAM

PART I

INTRODUCTION





CHAPTER ONE

PURPOSE

The Montana Mental Health Services Program has been developed to provide
direction for the planning and delivery of public mental health services during
the next five years. More specifically, the purposes of the program are (1) to
assist in providing systematic determination of mental health service needs;
(2) to provide the additional planning necessary to address these needs; (3) to

deliver quality care through we 11-organized, integrated systems; (4) and to
deliver cost-effective services.

The following requirements of a statewide mental health services program
are incorporated in the purposes identified above: identify gaps in and dupli-
cation of services; determine mental health personnel needs; provide for

citizen input; facilitate coordination with other agencies; develop standards
to insure quality care; clarify the roles of the components of the system;
provide a basis for funding; and develop goals with measurable objectives.
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CHAPTER TWO

ORGANIZATION AND SCOPE

The following chapters and appendices of the Mental Health Services
Program address the requirements of P.L. 96-398, The Mental Health Systems
Act, and State statutes. Part I is devoted to planning philosophy and iden-
tifies the State Mental Health Authority and organizational structure, and
provides for the appointment and selection of a State Mental Health Advisory
Council. In addition, the procedures for the annual review of the Mental
Health Services Program and administration of the Mental Health Services
Program are detailed in this part. The required Federal assurances are in-
cluded in this part, as are personnel standards relating to equal employment
and affirmative action.

Part V is regarded as the overall state direction of the program as it

sets forth the goals and objectives which will provide both specific direction
and a means of assessing progress. The goals and objectives are developed in
relation to the principles detailed in part I, emphasizing the use of the
least restrictive setting, protection of human dignity and the client's rights,
the availability of services close to home, and accountability. The use of the
least restrictive setting principle requires conscious effort to avoid in-

patient hospitalization, when a less intensive form of treatment, such as

outpatient care, will adequately meet the clients clinical needs. Implementa-
tion of this principle also requires the development of a range of locally
available treatment facilities which can be used in lieu of inpatient care.

Prevention and the special needs of target populations are also key issues of
the goals statements and the accompanying objectives.

The State Mental Health Services Program, as it is and as it will evolve,
constitutes the contents of Part III. The requirements for pre-admission
screening emphasize avoidance of inpatient hospitalization except in those
instances where it is clearly needed. Those clients who require inpatient
care in a state hospital will be assured of high quality services because of

the extensive and intensive quality assurance and utilization review programs
in effect in all three public facilities.

Part III also focuses on the discharge of clients from inpatient and

other more intensive forms of care, the procedures to assure that clients

who require aftercare services receive such care in a pre-planned systematic
way. It also provides that those who require living arrangements where treat-
ment is available are properly and satisfactorily placed.

Work force issues, including available resources, training programs and

possible displacement, are addressed. In this part we also address the

existing services, the progress which has been made to date, the program needs,

and goals and objectives of increasing the manpower and answering to the re-

quirements necessitated by the clients served in Montana.

Part IV describes the present services and the mental health service

needs of the communities served by the five community mental health centers.

The program service areas concept is supported to the extent it allows

flexibility in the sharing and centralization of services where clinically
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feasible and economically desirable. The priorities for funding of services
at facilities in the various program service areas will be determined, to a

great extent, by the rankings of community mental health centers based on
need. The rankings are indicated in chapter 8, part V. This part also
deals with the development of community mental health resources and facili-
ties for Montana.

Coordination of mental health services with other human services
planning and care giving agencies is the almost overwhelming but essential
task addressed in chapter 5. This chapter and the goals and objectives lead
to processes and mechanisms for constructive resolution of boundary problems
toward the end of providing better care to more clients at the lowest
possible cost and by the most efficient means.

The coordination between the Division of Mental Health and Residential
Services and the Alcohol and Drug Abuse Division is the focus of specific
planning designed to increase cooperative planning which will result in a

better use of available funds, satisfactory funding, and, subsequently, the
availability of appropriate substance abuse services to more clients.

The appendices consist of the agencies and organizations who were con-
sulted in the development of the Mental Health Services Program and a survey
of needs which establishes the basis from which the goals and objectives
stated herein were developed.

We are aware that the implementation of the Mental Health Services
Program is dependent to a large extent upon funding. However funding, as
such, is not within the scope of this services program. Specific sections
of the services program will be incorporated into the annual budget request,
and the services program itself will be considered a basic document avail-
able to the executive and legislative branch of government, as well as to

others with funding responsibilities for use in budget presentations.
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CHAPTER THREE

PHILOSOPHY

The philosophy of the Division of Mental Health and Residential Services
is reflected throughout this program. This philosophy, expressed as principles,
is categorized under the following four headings:

1. Hiaman dignity, privacy and clients rights. A person admitted to a
program or facility for the purpose of receiving mental health ser-
vices will be accorded the following:

A. The right to appropriate treatment and related services.

B. The right to an individualized, written, treatment or ser-
vices plan, the right to treatment based on such a plan, the
right to periodic review and reassessment of treatment and
related service needs, and the right to appropriate revision
of such plan, including any revision necessary to provide a
description of mental health services that may be needed
after such person is discharged from such program or facility.

C. The right to ongoing participation in a manner appropriate
to such person's capabilities.

D. The right not to receive a mode or course of treatment,
established pursuant to the treatment plan. In the absence
of such persons informed, voluntary, written consent to
such mode or course of treatment, except: 1) during an
emergency situation that such treatment is pursuant to or
documented contemporaneously by the written order of a
responsible mental health professional; or 2) as per-
mitted under applicable law in the case of a person com-
mitted by the court to a treatment program or facility.

E. The right not to participate in experimentation in the ab-
sence of such persons informed, voluntary, written consent.

F. The right to freedom from restraint or seclusion, other
than as a mode or course of treatment, or restraint or
seclusion during an emergency situation, if such restraint
or seclusion is pursuant to or documented contemporaneously
by the written order of a responsible mental health profes-
sional.

G. The right to a humane treatment environment that affords
reasonable protection from harm and appropriate privacy to
such person with regard to personal needs.

H. The right to confidentiality of records.

I. The right to access, upon request, to such persons mental
health care records, with exception as prescribed by law.



J. The right, in the case of a person admitted on a residential
or inpatient care basis, to converse with others privately,
to have convenient and reasonable access to the telephone
and mails, and to see visitors during regularly scheduled
hours, except under those exclusions provided by law.

K. The right to be informed, properly, at the time of admission
and periodically thereafter, in language and terms appro-
priate to such persons condition and ability to understand,
of the rights described in this section.

L. The right to certain grievances with respect to infringe-
ment of the rights described in this section, including the
right to have such grievances considered a fair, timely, and
impartial grievance procedure provided for or by the program
or facility.

M. Notwithstanding Item J, the right to protection services
within the program or facility or the right to protection
services within the state mental health system designed to
be available to each person, and a qualified advocate; for
the purpose of receiving assistance to understand, exercise,
and protect the rights described in this section and other
provisions of law.

N. The right to exercise the rights described in this section
without reprisal, including reprisal in the form of denial
of any appropriate and available treatments.

O. The right to referral as appropriate to other providers of
other mental health services upon discharge.

2. Least restrictive setting.

Each client should be treated in the least intensive or restric-
tive setting consistent with the clients clinical needs.

3. Availability of services close to home.

A. Mental health services should be provided in the local com-
munity as close as possible to the home of the client.

B. Entry into the public mental health system should be through
the local mental health center or clinic. Every effort will
be made to treat the client at this level, on an outpatient
basis, before referring the client for more intensive care.

C. The mental health system will provide consultant services to

other agencies such as schools, social service departments,
courts, etc., to increase the capabilities of these agencies
and individuals in the early detection of, and effective inter-
vention in, emotional problems.
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D. Services will be provided in the most normal or homelike setting
available and possible to the client.

Funding and accountability.

A. The primary responsibility for public mental health care should
rest with the state; however, it is recognized that part of the

financial burden should be assximed by local government, the

Federal government, employers, others who receive services, and

the clients.

B. Clients should be billed in accordance with their ability to pay.

C. Maximum efforts will be made to obtain reimbursement for services
to clients eligible for Medicare, Medicaid, and other third party
mental health benefits.

D. There should be a continuous effort to measure the impact or

results of mental health services. Agencies and programs which
provide effective services at low cost should receive special

recognition, and the methodology should be studied for possible
use by other agencies.

E. The results of ongoing evaluation of mental health services will

be reflected in the planning process.
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CHAPTER FOUR

HOW THE MENTAL HEALTH SERVICES PROGRAM WILL BE USED

This services program will be widely distributed throughout the state. It

will be used within the system as a statement of policy, to clarify the roles

of the various components, to unify the various agencies around common goals,

to provide program direction and to provide a rational basis for the allocation

and utilization of funds, and to assess progress. The plan will also be used

as a vehicle for improving communications between the mental health system and

other agencies and organizations, and as a documented and coherent basis for

funding requests.

-7-
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PART II

ADMINISTRATIVE INFORMATION
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CHAPTER ONE

STATE MENTAL HEALTH AUTHORITY

The Department of Institutions is designated the official mental
health state authority and is authorized to receive grants-in-aid from
the federal government under the provisions of the Mental Health Systems
Act, Section 301-305.

The Director of the Department of Institutions is appointed by the
Governor with the consent of the Legislature and serves as a confidential
employee of the Governor. The Department subsumes the Division of Mental
Health and Residential Services, the Administrator of which is selected by
the Department Director. The Administrator of the Division is responsible
for planning, organizing and directing the state's mental health services
program for the prevention and treatment of mental and emotional disorders.
He has line supervision over Warm Springs State Hospital, Galen State Hospi-
tal, and the Center for the Aged and the staff of the central office of the
Division. He is responsible for the general effectiveness of Division pro-
grams, activities and operations. (See Figures 1 and 2 for the organiza-
tional chart of the Division of Mental Health and Residential Services.)
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CHAPTER TWO

STATE MENTAL HEALTH ADVISORY COUNCIL

The State Mental Health Advisory Council is established to consult
with the State Mental Health Authority in administering the Mental Health
Services Program. The Council consists of 7 members who are direct or in-
direct providers of mental health services and non-provider members. The
members of the committee assist the State Mental Health Authority in making
decisions which impact the goals of: mental health care cost containment;
access to health care services; appropriate placement; and the continuity
of care.

Selection Process

The Council is appointed by the Governor. For the first year of the
Council's existence, four members were appointed for one year terms and
three members for two year terms. From the second year forward, expired
memberships will be filled by the Governor for one year terms, except
that appointments to fill unexpired terms of members who resign shall be
for the unexpired terms of the resigned members. No Council member shall
serve more than two consecutive years without reappointment by the Governor.

Any citizen may nominate persons to serve on the Council. The names
of the nominees may be submitted to the Governor, the Director, the Division
of Mental Health and Residential Services, or the Council.

The selection process will be implemented in a manner that will assure
appropriate representation of the various geographic areas of the state, as
well as the social, economic, and ethnic groups residing in the State.

Functions, Responsibilities and Procedures

The State Mental Health Advisory Council will function as an official
advisory body to the Division of Mental Health and Residential Services
regarding the development, revision, and the administration of the State
Services Program. In that role, it functions as a collective voice for
the mental health service client, provider, planner, administrator, and
concerned citizen. Among the Council's responsibilities are the following:

A. The Council will meet as often as necessary, but not less than
quarterly, to consult with the State agency on the development
and administration of the State Services Program;

B. The Council will meet, as necessary, to review and critique
development of the State Services Program;

C. The Council will maintain a record of dates of the Council meetings,
issues considered, and a record of actions taken, including specific
reference to required annual review of the State Mental Health Ser-
vices Program for inclusion in the annual, up-to-date of the Services
Program;

-12-



Each year the members of the Council will elect a chairperson from
the Council membership. The recording secretary may be designated by
the chairperson. A quorum will consist of four members present at any
meeting. With a quorum present at any meeting, a majority vote will de-

cide all questions.

The meetings of the Council will be open to the public.

See Appendix I for council member information.
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CHAPTER THREE

ASSURANCES

Reports and Records

The Division of Mental Health and Residential Services will

annually report in writing, to the regional office of HHS, its evalua-

tion of each facilities compliance with the standards and regulations

for community mental health centers and keep such records and afford

such access thereto as a regional office may find necessary to assure

correctness, compliance, and verification of such reports.

The Division of Mental Health will retain on file for at least

three years beyond participation in the program, all documents and

accounting records related to any expenditures. They will take such

steps as necessary to insure that centers retain, for at least three

years after final payment of Federal funds, all financial records and

documents related to expenditures for projects funded wholly or in

part with Federal funds.

Conflict of Interest

No full time officer or employee of the Division of Mental Health

and Residential Services, or any firm, organization, corporation or

partnership, which such officer or employee owns, controls, or directs

shall receive funds from any applicant directly or indirectly for pay-

ment for services providing connection with the planning, designing,

construction, equipping or operation of any projects funded under the

Mental Health Systems Act.

-14-



CHAPTER FOUR

ANNUAL REVIEW

1. Procedure for Annual Review

A. During the first quarter of each calendar year, the Division
of Mental Health and Residential Services will notify all
recipients of the services program that the annual review is

underway. Concerned and affected agencies will be invited to

coniinent on the services program and recommend changes and re-
visions.

B. The Mental Health and Residential Services Division staff will
review the comments and recommendations with the Advisory
Council.

C. The Advisory Council will be requested to study the areas of
primary concern and to recommend appropriate changes and re-

visions to the services program.

D. A draft of the proposed revisions will be prepared for review
by the Council.

E. After the Council review, the revised draft will be made avail-
able for public review.

F. When input generated during the public review has been appro-
priately considered by the Mental Health and Residential Ser-
vices Division and the Council, the final document, including
the Committee's comments, will be prepared for submission to

the HHS regional office.

2. Procedure for Publicizing the Services Program

A. At least thirty days prior to submission of the Services Program
to the HHS regional office, a notice will be published in at

least five major newspapers that the State Mental Health Ser-

vices Program is being updated, and that the proposed additions
and changes are available for examination and comment.

B. Appropriate Mental Health and Residential Services Division staff

will be available to discuss the Services Program. Copies of

the proposed changes and revisions will be made available.

C. After final approval, the Services Progreim will be made available

to the Mental Health Association, mental health centers, and

other agencies and organizations for distribution to the public.

-15-



CHAPTER FIVE

PERSONNEL ADMINISTRATION

Personnel Standards

The State of Montana has an employment system implemented
through the State Personnel Division, Department of Administration
and governed by the State Personnel Board. Hiring procedures,
classification, compensation, fringe benefits, grievance procedures
and disciplinary actions for employees of Warm Springs State Hospi-
tal, Galen State Hospital, Center for the Aged, and Division of
Mental Health and Residential Services central office are determined
in accordance with the personnel regulations promulgated by the

Personnel Division.

Non-discrimination

The Mental Health and Residential Services Division will con-

tinue to comply with the letter and spirit of the Civil Rights Act
of 1964, as amended, and the Equal Rights Amendment of 1972, and

rules and regulations adopted by the State Personnel Division. The

Mental Health and Residential Services Division policy, in brief,

is to provide equal employment opportunities to all persons on the

basis of individual merit without regard to race, color, creed, sex,

age, national origin, marital status, family relationship, political
or religious affiliations, organization membership or other non-merit
factors. Compliance with this policy will be required of any agency

from which the Mental Health and Residential Services Division pur-

chases services.

The State of Montana recognizes that a policy of non-discrimina-
tion in itself is insufficient in attempting to establish affirmative

action guidelines. Therefore, each program which requires support

from the Mental Health and Residential Services Division in the pur-

chase of services, will be required to have an affirmative action

plan in its agency.
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CHAPTER SIX

ADMINISTRATION OF P.L. 96-398

Section 301 of the Mental Health Systems Act defines the responsi-
bilities of the State Mental Health Authority in the administrative part
and the services part. The responsibilities of these two parts are in-
cluded in a separate document of the Mental Health Services Program. As
a qualified State Mental Health Authority, the State of Montana intends
to become the exclusive agent for the state and all the entities within
the state for the purpose of providing financial assistance under those
programs authorized by Title II of the Act, with identified exclusions.
Therefore, the State Mental Health Authority will:

1. Demonstrate the effective implementation of the State Mental
Health Services Program.

2. Indicate it is making a good faith effort to:

- eliminate the over-concentration of chronically mentally ill
individuals in any community

- administer a program of services to the chronically mentally
ill which includes:

• timely notification by the inpatient facility of the
community regarding the discharge of a person

• pre-release consultation between the inpatient facility
and the community facility which will include evaluation
of physical, mental, social and monetary needs of in-
dividual,

• development by each inpatient facility of a written
treatment plan for each chronically mentally ill person
with a review of the treatment plan each 120 days.

3. Develop a program of minimum standards for regulating residences
which house four or more chronically mentally ill individuals.

4. Consider all applications submitted and provide applicants and
interested persons an opportunity for a hearing.

5. Modify any application and return it to the applicant with
reasons for the modifications.

6. Rank all applications in a priority funding order.

7. Notify applicants that an appeal to the secretary of the ranking
by the state Mental Health Authority is available.

-17-



Presently the state funds available to the Mental Health and Resi-
dential Services Division are utilized in accordance with state and
federal guidelines with particular attention to:

1. Projects designed to eliminate inappropriate placement in
institutions of persons with mental health problems.

2. The development of alternatives to institutionalization.

3. Improving the quality of care of those for whom institutional
care is appropriate.

4. Assistance to agencies to facilitate pre-screening of residents
being considered for inpatient care to determine if such care
is necessary.

5. Provision of follow-up care by community mental health centers
and other agencies for residents of the state who have been
discharged from mental health facilities.

6. High risk populations, such as children, elderly, minorities,
other rural populations, energy impact populations, and other
populations so identified by the state Mental Health Authority.

-18-







PART III

STATE MENTAL HEALTH SERVICES PROGRAM

Description of State Mental Health System
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CHAPTER ONE

THE DIVISION OF MENTAL HEALTH

The Montana Piiblic Mental Health System consists of three state operated
facilities and five comprehensive community mental health centers. The De-
partment of Institutions is the statutory authority for the provision of
mental health services to Montana. The Department of Institutions has delegated
to the Mental Health and Residential Services Division the authority to operate
the state facilities, and to purchase services from the community mental health
centers and plan in other ways for and direct the mental health program.

The Division of Mental Health and Residential Services

The Division of Mental Health and Residential Services exercises the fol-
lowing responsibilities.

1. Planning

This includes determining need, initiating plans and responding to
the new state or federal legislation which requires statewide mental
health planning efforts.

.
2. Coordination

This involves the facilitation of cooperative activities among and
between components of the Montana mental health services delivery
system and other human service agencies to meet the various mental
health service needs of the state.

3. Executive Direction

The exercise of the State Mental Health Authority as an agent of
the State Executive Branch and as an exclusive agent under the
Mental Health Systems Act includes the establishment and enforce-
ment of policies, and rules and regulations.

The Division of Mental Health and Residential Services staff includes
the following full-time equivalents:

- 1 Administrator
- 1 Administrative Secretary
- 1 Secretary
- 2 Administrative Officers
- 1 Hospital Administrator
- 1 Community Support Project Director
- 2 Community Support Project Program Managers
- 1 Manpower Director
- 2 Manpower Program Managers

The State Mental Health Authority is desirous of providing better

-20-



capability of 1) program and planning design, 2) data collection,
3) data analysis, 4) research, 5) evaluation, 6) setting and
enforcing of regulatory and other standards, 7) establishing,
expanding or operating mental health patient's rights protection
programs. Therefore, it is the intention of the state Mental
Health Authority to make application for federal allotments to
the State of Montana to improve the administration of the State
Mental Health Services Program.

4. Consultation

The State Mental Health Authority provides for consultation on
planning, clinical programming, funding and evaluation to all com-
ponents in the system, to the Governor's office and other state
offices and agencies.

5. Evaluation and Accountability

This includes providing necessary leadership in the development of
a methodology for measuring the impact of treatment and prevention
efforts and relating this to cost.

6. Advocacy

Advocacy involves initiating and promoting development of mental
health programs to serve the needs of all residents of the state.

The client advocacy function includes:

A. Requiring agencies to make sources available to all who re-

quire mental health services, regardless of race, sex, reli-
gious beliefs, age, level of disability, etc., and requiring
agencies to provide services in a manner which takes into con-
sideration all delivery variables.

B. Establishment of a grievance mechanism which includes the

availability of a designated patient advocate at each state

operated facility and staff assistance to clients who wish to

contact Legal Aid organizations or private counsel.

The Department of Institutions will submit to the legislature each

biennium a budget based upon the identified needs of the clients of

the State of Montana. Consideration of the effectiveness of manage-
ment of the state facilities as well as the community mental health

centers and the consideration of the ability of the contracted
agencies to maximize the collection efforts from local governmental

entities, third party reimbursements, and client fees will constitute

the amount of funding necessary for the continued delivery and/or ex-

pansion of the delivery system to the mental health program in the

State of Montana.
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CHAPTER TWO

PUBLIC RESIDENTIAL TREATMENT FACILITIES

WARM SPRINGS STATE HOSPITAL

BACKGROUND

Mission

The primary mission of Warm Springs State Hospital is to provide eva-
luation, care and psychiatric treatment to persons of all ages vriio are suf-
fering from serious mental illness and who have been duly committed volun-
tarily, involuntarily, or by court order.

History

In 1877, Dr. A.H. Mitchell and Dr. Charles P. Mussigbrod entered into a
contract with the Federal Government and the Territory of Montana to care for
the mentally ill at Warm Springs.

From the beginning of thirteen patients in 1877, hospital facilities and
programs increased in size as the niamber of patients increased. Other lands
were acquired and the Warm Springs institution was made as nearly self-sup-
porting as possible.

Montana State Hospital became a state institution by popular vote of the
electorate at the general election of November, 1912. At that time there were
approximately 854 patients, costing the State of Montana about $200,000
annually.

In 1947 Warm Springs became the center for the Department of Mental Hy-
giene and satellite Mental Hygiene Clinics were created.

In 1965 the Montana State Department of Institutions was formed with the
hospital becoming a division of Mental Hygiene.

With the enactment of the new mental commitment and treatment act
(.S.B. 377) of 1975, the role of Warm Springs State Hospital began to change.
The thrust of the legislation was that Warm Springs was required to treat ac-
tively and intensely the seriously mentally ill of Montana. The requirements
of admission were restricted to the seriously mentally ill and the rights of
patients were protected. Individualized treatment standards were imposed
with the emphasis on placement of patients in the least restrictive environ-
ment. During 1976, the Children's Unit was organized.

During 1978 the hospital was reorganized on the basis of type of treat-
ment program and was divided into seven distinct units. Prior to that time
patients were placed on regional units which conformed to geographical divi-
sions of the state.

Changes which have impacted the demand for mental health services

During the past year and a half. Warm Springs has experienced a five per-
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cent increase in admissions. This pattern should continue with the growth in

statewide population.

a) Deinstitutionalization has stabilized and the availability of
least restrictive alternatives are limited due to the rapid
discharge of patients.

b) Outside referral agencies and mental health personnel have
recognized the positive changes that have occurred in the WSSH
clinical programs. This is evident in their waiting list for

prospective admissions to the Children's Unit.

The Mental Commitment and Treatment Act of 1975 greatly changed the way in

which the mentally ill were to be cared for and confined for treatment: 1) "To

secure for each person who may be seriously mentally ill such care and treat-

ment which are skillfully and humanely administered with full respect for the

person's dignity and personal integrity"; 2) "To deprive a person of this lib-

erty for purposes of care or treatment only when his safety or the safety of

others is endangered, and to provide for due process of law when this is done."

The percentage of patients requiring minimal supervision has been reduced
to thirty percent of the total patient population, while the percentage of

acute and sub-acute seriously mentally ill patients characterized by highly

unpredictable behavior and requiring constant supervision, has proportionately

increased.

Discharge of the long-term, chronically mentally ill patient have decreased

because adequate inpatient facilities and support services are in short supply

in the community setting.

Because of the state hospital's central role in a growing number of legal

and public policy issues (the right to treatment, the right to refuse treatment,

criteria for involuntary commitment, confidentiality, and the strict regulation

of treatment modalities) ,
professionals in such facilities must become active

participants in the decision-making processes that shape mental health policy

and determine the quality of patient care.

EXISTING SERVICES

1- Identification of Services Provided

Administration Program

This program encompasses the following bureaus: Fiscal, Personnel,

Operations and Support, Medical Records, X-Ray, Laboratory, and Pharmacy.

Key functions of this program are

:

1. To ensure efficient and effective hospital operation.

2. To facilitate appropriate use of fiscal, personnel, and ,

physical plant resources.
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3. To supply diagnostic and medical support.

4. To develop, maintain, and preserve dociaments recording the events
of patient care and treatment.

Treatment Services Program

Treatment services provide psychiatric evaluation, care and treatment,
allowing placement according to identified needs and progressive movement
through various treatment programs, which emphasize: crisis intervention,
assessment of treatment needs, intensive treatment, extended care and treat-
ment, and preparation for discharge.

This program encompasses four general psychiatric units: Intake, Inten-

sive Treatment, Extended Treatment, and Pre-Release; and three specialty
units: Long-Term Care, Children and Adolescent, and Forensic (Security).
These units are under the management of Treatment Unit Supervisors and the
multi-disciplinary team concept.

Quality Assurance Program

Quality Assurance is composed of a multi-disciplinary team representing
psychology, nursing, social service, and rehabilitation therapy which provides
program evaluation, technical assistance, inservice education, policy/procedure
development and review, and coordination of professional services. An overall
goal of this unit is to ensure safe, efficient, and effective care and treat-
ment consistent with legal requirements, regulations, and standards of practice.

2. Coordination with other human service agencies

Communication with outside human service agencies is essential. At the

time of admission, contact is made with the referring agency or court for

evaluation and background data. An aftercare plan is initiated shortly after
admission. The social workers on the clinical units and especially on the' pre-

release unit are in constant contact with mental health centers, social security,

vocational rehabilitation personnel, courts, welfare, veterans administration
hospitals and other health related facilities such as acute hospitals and

nursing homes

.

Appropriate aftercare planning and feedback is an integral part of the

patient's overall treatment program.

3. Statistical Information - FY 80 (July 1, 1979 to June 30, 1980)

a) Unduplicated count of patients served: 888
(Reflects only new admissions and readmissions from outside re-
ferring agencies or voluntary admissions plus patients in resi-
dence as of 7/1/79)

.

b) New admissions: 266
Readmissions: 285

c) Revenue and expenditures (see below)
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Revenue and Expense Statement
(7/1/79 to 6/30/80)

Revenue

Gross Revenue (insurance, patient resources,
Medicaid & Medicare)

State Appropriation - General Fund
Non-operating Revenue (grants, etc.)

Total Revenue

; 749,371

10,351,365
116,374

$11,217,110

Expenses

Payroll expenses

Physicians/Dentists
Other Personnel

Total Payroll

Non-Payroll expenses

Employee Benefits
Professional Fees/Medical
Professional Fees (other)

Depreciation
Supplies/Expense

Total Non-Payroll

Total Expenses

$ 216,832
7,024,849

1,495,354
49,412
67,080
513,547

1,593,044

$ 7,241,681

$ 3,718,447

$10,960,128

d) Profile of Admissions (Analysis - a complete profile of patients on

campus on a particular day as opposed to an analysis of admissions)

.

2.

Age Group Number %

18 & under 37 11. 67

19 to 30 83 25. 18

31 to 40 62 19. 56

41 to 50 45 14. 20

51 to 60 38 11. 99

50 & over 52 15. 40

Sex Number %

Male 206 66..24

Female 105 33..76

Race Number %

White 275 88..75

Black 3 .96

Indian 27 8..68

Oriental 5 1 .61
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statistical information (continued)

Primary Diagnosis Number %

10 3.26
4 1.30

11 3.58
16 5.21

186 60.59
6 1.95

12 3.91
13 4.23
1 .33

17 5.54
19 6.19
12 3.91

Alcohol/Amnestic Syndrome/other related
Drug induced
Delirium
Organic Mental Disorder
Schizophrenic Disorder
Manic Disorder
Paranoid State
Depressive Disorders
Infantile Autism
Personality Disorders
Disturbance of Emotions
Disturbance of Conduct

1981 PROGRESS

Administration Program

1. Bolton building (Extended Treatment Unit) was closed due to the
reduction of census of chronic patients. This building did not
meet life/safety codes or certification requirements.

2. Major construction projects:

In the receiving hospital two new boilers were installed and re-
placement of hot water lines on "A: and "B" wards were replaced.

In the Warren Building the entire attic area was insulated and

the old theater was renovated to become an occupational therapy

area.

In the Forensic Unit a shower area was renovated and observation
doors were installed on Unit 85 and security screens on Unit 56

and 57.

Other changes included a new floor in the central beauty shop, in-

stalling a fire extinguishing system and putting a new roof on the

food center, and replacing a portion of gas and hot water lines to

patient-occupied buildings.

3. The Governor's mandate for energy conservation was met in all

respects.

4. The warehouse was reorganized in order to facilitate distribution of

supplies.

5. The business office identified by detailed cost centers all pertin-
ent information relating to peoductivity, usage of supplies, infla-

tion factors, and historical analysis which is essential to manage-
ment control and pre-budget process.
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Treatment Services Program

1. Increased efforts have been made to screen out inappropriate ad-
missions.

2. An improved, individualized treatment plan has been implemented.

3. There has been better utilization of the Pre-Release Unit with more
patients benefiting from training in community living skills and
medication understanding.

4. More appropriate aftercare planning is being done with improved
communication and coordination with community agencies.

5. Efforts have been made to improve and streamline documentation in
the Medical Records to provide more relevant and useful information.
Overall documentation has improved by eight percent.

6. Treatment programs and work programs have been made available to low
level functioning patients who were previously unserved.

7. The Cluster Program has been implemented to prepare previously un-
placeable chronically mentally ill patients for return to the community.

Quality Assurance Program

1. Evaluation of professional care and treatment of a multi-disciplinary
clinical team has included the following studies:

Treatment Program Assessment - 14

Nursing Care Evaluation - 3

Documentation Review - 4

Peer Review:
Psychologists - 2 (18 positions)
Registered Nurses - 2 (58 positions)
Restorative Services - 3 (24 positions)
Social Services - 2 (28 positions)

Medical Audit - 161 Patient Files
Utilization Review - 531 Patient Files

2. Evaluation of readmissions, with quarterly reporting to the Depart-
ment of Institutions, has provided information regarding reasons
for readmissions and assisted in development of programs to de-
crease readmissions.

3. Bimonthly analysis of direct care nursing staff through use of es-
tablished formulae has provided a level of staff consistent with
patient census and treatment needs.

4. Implementation of a Patient Classification System (twice yearly)
has provided a means of:

• Determining required clinical, professional positions
based upon treatment needs of patients.
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• Determining level of care and treatment offered to
a specific patient.

• Graphing of trends, or shifts in patient population,
by classification.

5. All hospital personnel have been provided with the opportunity to
participate in a continuing staff development and inservice educa-
tion program. In addition to orientation and special preparations
classes, 185 hospital employees have participated in an average of
17.35 hours of educational programs.

6. Practicum programs and other educational programs have been
achieved through cooperative planning with educational institutions
in Montana.

7. Hospital policies and procedures conform to all legal, certifica-
tion and licensure requirements.

PROGRAfI NEEDS

Administration Program

1. One very important need is the development of a long range plan to

provide local management and the legislature with a sense of direc-
tion for the delivery of mental health services to the citizens of
Montana for the next decade. This plan should reflect the following:
Patient projections, interrelationship with outside health providers,
new construction or remodeling projects, capital improvements, avail-
ability of professional staff, consolidation of services with exist-
ing facilities, university affiliations, future treatment format,
and analysis of future revenue sources.

Treatment Services Program

1. Direct care nursing formulae should be re-analyzed to meet changing
roles, changing treatment concepts and demands, and rising percen-
tage of acute and sub-acute seriously psychotic patients.

2. Development of a treatment program for non-psychotic sexual offenders
and other sociopathic individuals court-ordered for treatment should
be considered.

3. Additional funding should be provided to: a) Allow educational
training of supervisory personnel and professional, clinical staff
both at in-state and out-of-state seminars; b) bring in qualified
educators to conduct educational programs designed to increase staff
expertise and awareness of new approaches in psychiatric treatment.
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CENTER FOR THE AGED

BACKGROUND

Mission

The Center for the Aged offers long term care to geriatric residents
that are 60 years old or older, ambulatory and transfers from Warm Springs
State Hospital or referrals from one of the Montana mental health centers.
The Center for the Aged provides care and treatment for mentally ill with
full respect for dignity, integrity, personal liberty, and care for resi-
dents in the least restrictive, yet appropriate, environment.

History

The Center for the Aged was open in October of 1952 to provide care
and custody for residents of Warm Springs State Hospital that were over
60 years of age, ambulatory and with fairly stable psychiatric problems.
The capacity has been increased from 136 to 199 beds by remodeling in 1959

and building of additional wings in 1977.

In 1952 the majority of residents were indigent and only custodial
care was required. Through the years the characteristics of the residents
and social and political trends have increased the need for more comprehen-
sive treatment of the residents' physical and psychosocial problems. Treat-
ment of mental health problems is required, therefore treatment modalities
have increased so that mental health services consisting of various spec-
ially trained people are provided to meet patient needs.

EXISTING SERVICES FY 1980

1. At the Center for the Aged a patient care and treatment plan iden-

tifies the resident's psychosocial, activity and recreation, nursing,

dietary rehabilitation and environmental needs and a plan is devel-

oped and implemented to meet these needs.

2. Coordination with other human services agencies is often necessary

to provide some services of a specialized nature, i.e., speech and

hearing, difficult psychological problems, surgical and medical

services that are complex and require hospital services and legal

services.

3. Statistical Information FY 80

a) Unduplicated count of patients served; 213

b) New admissions: 16

Readmissions:

c) Revenue and expenditures: 1980 total budget:

Revenue $1,154,275 Expenditures $1,567,849

d) Profile of admissions by:

1) age group - 18-64: 5

65+: 11

-29-



2) Sex male: 9

female : 7

3) Race: 16 Caucasians

4) Primary diagnosis: Psychiatric behavior that is
inappropriate for private nursing homes

.

1981 Progress

A psychosocial services worker and medical records worker were added
in 1980 to improve services toward meeting identified resident needs. A
new inventory system was implemented which monitors monthly usage and stock
levels for more efficiency.

Program Needs

Administrative: To maximize fiscal management through monitoring of
available resources and utilization of all resources to the best advantage
for improvement of the delivery systems. This indicates a need for in-
creased administrative and support staff.

Clinical: Increase staff to improve treatment modalities, improve
development of staff skills, and motivation.

GALEN STATE HOSPITAL

BACKGROUND

Mission

The institution located at Galen is the Galen State Hospital and its
primary function is to provide treatment of tuberculosis and silicosis
(commonly called miner's consumption); detoxification, diagnosis, treatment
and referral for those persons who seek relief from the illness of alcoholism.
If there are space and funds available, the hospital shall also treat the
following: Emphysema, bronchiectasis, carcinoma of the lung, and other dis-
eases of the lung pertaining to pulmonary disorders; geriatric and senile
patients afflicted with pulmonary disorders and patients who are residents of
another state institution.

Brief History on How Institution Was Established

As early as 1907, Dr. Thomas Tuttle, then Secretary of the State Board of
Health, made numerous trips throughout the state, to inform the public of the

necessity of prevention of the dread disease, "Miner's Consumption" and the
need of a Sanitorium for the care of these unfortunate individuals, but it

wasn't until 1909, that the state legislature made its first step in the
passing of an act for the teaching in public schools of the modes of trans-
mission, and methods of restriction and prevention of all communicable diseases,
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A Butte layman, Jim McNally, stirred by the death of his brother and
a deathbed promise, joined Dr. Tuttle in his fight in 1911, with an address
before the Legislature on the subject and the presentation of a bill pro-
viding for the funds for a Sanitorium for the State of Montana. This bill

originally called for $200,000 for building and $100,000 for maintenance,

but when it reached the hands of Governor Edward L. Norris, it had been cut

to $20,000 for buildings and $10,000 for maintenance. Because it was felt

that this was better than nothing, it was accepted and a suitable location

became the next problem.

In the spring of 1912, two Powell County stockmen, Musigbrod and

Mitchell, offered to sell part of their property at an acceptable rate.

Their offer was accepted and bids were presented for the construction and

supplies. These were granted to architect George H. Shanley, who submitted

plans for a main building, six cottages, a stable and a chicken house. On

June 3rd, the Anaconda Copper Mining Company through their Vice-President,

Cornelius F. Kelley, donated $25,000 toward this fund. As a railway spur

was needed to bring in the materials the Northern Pacific Railway agreed to

put it in and its state engineer was asked for a suggestion for a name. His

suggestion was Galen for the then Attorney General of Montana, Albert J. Galen,

and thus the station and Sanitorium got its name.

Recent Changes Which Have Impacted the Demand for Mental Health Services

Recent changes which have impacted the demand for mental health ser-

vices include the transfer of all acute medical care functions from Warm

Springs State Hospital to Galen State Hospital and the initial transfer of

39 geriatric patients from Warm Springs State Hospital to Galen State

Hospital, commencing on January 14, 1980.

EXISTING SERVICES FY 1980

Identification of Services Provided

Provision of acute medical care for Warm Springs State Hospital and

for geriatric patients transferred from Warm Springs.

Coordination with other Human Service Agencies

Coordination efforts between Warm Springs State Hospital and Galen

State Hospital in conjunction with the transfer of the acute care and

geriatric patients from Warm Springs to Galen, as described above.

Statistical Information

a. Unduplicated Count of Patients Served: (Inpatient Days of Care)

1. Warm Springs Acute Medical Care - 5,637 - FY 80

2. Geriatric - from Warm Springs - 8,273 - FY 80
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CHAPTER THREE

REGIONAL MENTAL HEALTH SERVICES

Overall, Montana is progressing toward the development of a community-
based mental health system which can restore, improve and/or maintain the
functional abilities of persons who are emotionally disturbed or mentally ill,

The mental health system presently provides a comprehensive range of
direct and indirect services which are appropriate to the individual charac-
teristics in each mental health service program area.

Essential Services

The objectives of the comprehensive community mental health centers
include the delivery of prevention, psychosocial adjustment, crisis resolu-
tion, rehabilitation/habilitation and maintenance services for specific
populations in their respective communities.

Those services are provided through outpatient, inpatient, transitional,
emergency, day treatment and consultation/education methodologies. Further-
more, they are directed toward persons who are seriously mentally ill,
emotionally disturbed, and are children, adults, elderly, of a minority or
underserved or unserved.

Together, the above categories of services will provide a continuxom of
services adequate to meet the mental health needs of its program service
area. Certainly, categories of services are not mutually exclusive and clients
may be involved in more than one category of service at a given time. Further,
clients entering the system at any point may be referred to a more appropriate
category of service as his individual needs change with the least restrictive/
intensive alternative, generally being the preferred treatment. All services
are delivered with protection of legal and personal rights.

Inpatient Services

Programs in this category of services are designed to provide a highly
concentrated and structured environment for those individuals who are unable
to cope with their emotional crises in a less restrictive, less protective
environment. The focus of commiinity-based inpatient programs is intensive,
short-term therapy, geared toward discharge of the client as rapidly as
possible. Generally, release from Inpatient service is followed by close
supervision of the client by Center staff through Partial Hospitalization
or Outpatient Services.

Partial Hospitalization (Day Treatment)

Partial Hospitalization represents a transitional step for patients who
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do not require 24 hour care and supervision, but who are not yet able to
care for themselves independently in the community. Programs in this
category may include those providing a variety of treatment programs which
aim to change behavior, attitude, skills and the coping ability of clients
through specific therapeutic intervention techniques. The second level of
programming in this category is programs that are less oriented toward re-
mediation of thinking and emotional dysfunctioning but are primarily con-
cerned with habilitation and rehabilitation. Such programs might include
sheltered workshops and activity centers. In general, vocationally oriented
activities (culinary, job training, cooking, janitorial, clerical) are em-
phasized for adult clients.

Outpatient Services

Outpatient Services are mental health services provided to clients who
are experiencing mental and/or emotional dysfunctioning, but who do not re-
quire the intensity of care and supervision of Inpatient or Partial Hospi-
talization programs. Such services may be provided through a variety of
modalities, including individual therapy, group therapy, family counseling,
home programs, and provision of play therapy for children. Services may be

provided at the Center, through outreach, or by home visits by the staff.

Emergency Services

Emergency Services provide immediate access at any time to mental
health services for anyone experiencing a mental health crisis. These
services also include: 1) a 24-hour telephone service through which mental
health professionals evaluate client-defined emergencies and provide such

treatment and referral as they deem necessary and appropriate; 2) provi-
sion for backup services appropriate to meet the range of needs presented
to the 24-hour crisis telephone service including face-to-face treatment,

inpatient hospitalization, and/or home visit; 3) sufficient public aware-
ness of the emergency telephone number through telephone directory, tele-

vision and radio advertisement, and dissemination to police and other ser-

vice agencies.

Transitional Services

Transitional Services are defined as small open living arrangements

which include overnight care for clients in a sheltered community residen-

tial environment. Included are halfway houses, foster care homes, community

residences, group homes and cooperative housing. Clients are encouraged and

assisted in the development and retention of life skills.

Consultation and Education

Consultation and Education is a vital component of the mental health

service area program. Consultation is the process of interaction between

a Center staff person (consultant) and representative (s) of another organiza-

tion or individual practitioner (consultee) to assist the consultee; to impart
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knowlodqe, skills or attitudes; and to aid the consultee in carryinq out
liis inission(s). The Kducatioii comi>onent is the dissemination of knowledge
related to issues and behaviors which contribute to individual and coiranun-

ity mental health. Consultation and Education services are directly aimed
at populations like children with one or no parents, elderly, physically ill,
and minority people, which can offer or prevent mental and/or emotional dis-
orders.

Pre-Admission Screening

A. Role of Community Mental Health Centers and Warm Springs State Hospital

Mental health centers and public treatment facilities are engaged in
pre-admission screening. In the mental health program services areas, where
centers have well established relationships with courts, social service
departments and other community agencies, most of the pre-admission screening
is carried out by community mental health centers.

The State Mental Health Authority policy is that persons entering the
mental health system are, to the maximum extent possible, to enter through
the community mental health center. The intent is to have the pre-admission
screening function take place in the local community.

Some types of clients are referred directly to the public treatment
facility, e.g.. Warm Springs State Hospital. They include children, adoles-
cents, elderly and seriously disturbed adults who appear to require inpatient
care, and are forensic clients or the criminally insane.

B. Procedure

1. All community mental health centers will inform the district courts,
social services departments and other major referral sources in their
mental health services program area, of the center's responsibility for
pre-admission screening of all potential inpatient clients.

2. Each center will develop and disseminate a written procedure for
pre-admission screening and distribute the procedures to appropriate
agencies. The criteria for admission to inpatient care will take into
consideration:

a. The person's physical health,
b. The seriousness and nature of pathology,
c. Current and past medication and drug use,
d. The adequacy of the individual's social support system,
e. Age and maturity,
f. Other factors; e.g., previous medical and/or psychiatric

history, financial circumstances and the availability of
less restrictive alternatives.

The decision regarding the type or location of treatment is basic-
ally a clinical judgment. By state statute, a treatment program must
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be under the overall direction of a physician. However, the respon-
sible physician in each center can delegate portions of his respon-
sibilities to staff members who have a requisite training, skill and
experience.

3. The written procedure shall designate the primary center contact
person and a backup contact person for pre-admission screening.

4. Pre-admission screening reports shall be provided to the requesting
agency, and documentation shall be maintained by the center.

5. If the client is admitted to the center, he/she will be requested
to sign a release of information form which will authorize the obtaining
of appropriate information from other agencies and the release of appro-
priate information to the agencies which need such information in the
interest and determination of the client's welfare.

6. In those instances, where a person who should have been evaluated
by a community mental health center appears at Warm Springs State Hospi-
tal to be admitted, the hospital may refer the individual to the appro-
priate center, or if clinically or otherwise appropriate, the person
may be admitted to the hospital. If the person is admitted, the hospital
would ask the client to sign a release of information form and notify the
appropriate center of the admission. The center will contact the agency
which directed the client to the hospital to clarify the referral process.

All mental health service program centers are designated the pre-
admission screening agency for their respective areas.

Alternatives to Hospitalization

Need within each mental health services program area

Each community mental health center has a responsibility for. ascertain-
ing on an outgoing basis the need for alternatives to both hospitalization
and other forms of inpatient care within its mental health services program
area. A survey of existing services will be conducted as a cooperative
effort among such agencies as: the Social Services Department of each county
within the program area; Regional Developmental Disabilities agencies; County
Public Health Departments; Judicial systems; and state and private placement
agencies.

Responsibility for developing alternatives

The primary responsibility for developing alternatives to hospitaliza-
tion for mental health clients rests with the community mental health centers.
The state hospitals who have experience and expertise in this area will be

consulted. Alternatives assessed for potential use by community mental health

center clients should emphasize the least restrictive alternative principle.

In addition to the continuum of community based inpatient programs which in-

clude local psychiatric wings of hospitals, nursing homes, etc., alternatives
to institutionalization will include sheltered workshops with supportive living

arrangements, family care homes, cooperative living arrangements, group living

homes, foster homes and other non-institutional facilities and services being
utilized.
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Efforts to develop alternatives to hospitalization

Intensive efforts to develop alternatives have seen fruition in a number
of contmunities. Region I has three day treatment centers. Region II has
three day treatment programs, Region III has two day treatment programs.
Region IV has two day treatment programs and Region V has three day treatment
programs. In regard to residential care facilities; Region I has one. Region
II has four. Region III has six, Region IV has one and Region V has three.

Ongoing efforts are developing a variety and range of additional alternatives.

Responsibility for information and referral services in each mental health
services program area

Each mental health center is responsible for providing information and
referral services to their respective region. Such services shall be coor-
dinated with all other human service organizations and groups.

Fo 1

l

ow-up care

It is the responsibility of the mental health services program area to

assure that persons discharged from inpatient care will receive planned,
adequate, appropriate follow-up care which will prevent or minimize the need
for further inpatient care and promote the best possible community adjust-
ment. Responsibility for follow-up care rests with the community mental
health centers or in conjunction with the Warm Springs State Hospital,

Center for the Aged, or Galen State Hospital.

1. Pre-discharge planning procedure.

a. Initial planning for follow-up care will take place at the time of
the admission to inpatient care or during the pre-admission process.

The community mental health center and/or hospital staff respon-
sible for evaluation will assess the client's potential for
independent living after inpatient treatment.

b. During treatment the client is involved to the maximum extent pos-
sible in plans for follow-up care after release.

c. As a client's discharge approaches all concerned staffs will assess
the persons need for follow-up care.

1. Clients who can be discharged, or prefer to be discharged
without need for any follow-up care leave the mental health
system and no responsibility for follow-up is assigned.

2. Clients who can be discharged from inpatient care, but need a

brief transitional follow-up to be certain needed treatment

has been completed, short-term follow-up care for a period
of up to 90 days may be provided by community-based inpatient
staff or public mental health facility staff with the concur-
rence of the appropriate mental health center.
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3. Clients being discharged from inpatient care, who need con-
tinued supportive care, are the responsibility of the com-
munity mental health center or the referring private sector
source if the clients wish is to be followed by a private
practitioner.

4. Unless specific and documented arrangements are made for
public mental health facilities to follow-up a client dis-
charged from inpatient care, who requires long term support
and maintenance, mental health centers are responsible to
help the client avoid a return to inpatient care. This
will be accomplished by insuring the client is followed and
seen periodically on an out-patient basis or for medication
check. Progress notes will be recorded after each contact.

5. The client will be placed in the facility which provides
that level of care which meets the individuals clinical
needs. Every effort will be made to move persons placed
in more intensive settings, such as nursing homes or hospi-
tals, to a less restrictive placement as soon as the client's
condition permits. Maximum use is to be made of alternate
treatment facilities in the community mental health center
area. No placements will be made without the concurrence of
the client and the mental health center. However, centers
may not refuse aftercare services to clients who need and
will accept such care.

6. Coordination of placement activities with the appropriate
community social services department is essential. This will
help ensure proper use of available resources and payment for

services provided clients who are eligible for social security
and other state and federal benefits.

7. All facilities used as alternatives to inpatient care must be

properly licensed if such licensure is required, and must com-
ply with any standards -for the care of mentally ill people at

such facilities.

d. Upon discharge from inpatient care, each person who has agreed to

follow-up care will be fully advised as to who has responsibility
for follow-up care.

e. All decisions concerning aftercare will be documented in each

client's chart.

f. Lists of clients transferred or discharged from public mental health

facilities inpatient programs through aftercare or follow-up will be

maintained by the public mental health facilities. These lists will

include the patient identification number, the date of discharge, and

the name of the mental health center through whom the person was dis-

charged.

g. Readmission to inpatient care of clients being provided follow-up care

by community mental health centers will be monitored by the Division

of Mental Health and Residential Services.
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2. Responsible mental health centers in each program services area.

The responsible community mental health center in each program area is

designated in part V, Chapters 2 through 6.

3. Policies for discharge from public mental health facilities.

The goal for every client is eventual exit from the mental health sys-
tem. Discharge from a public mental health facility occurs when a client
has obtained maximum benefit from a hospital program or appropriate and ade-
quate care is available in a less restrictive setting or no further care is
indicated. Therefore, discharge may take the form of total exit from the
mental health system or transfer of responsibility from a public mental
health facility to a community mental health center, or other appropriate
mental health resource.

The policy of the State Mental Health Authority is to treat clients in
the least restrictive setting. No client will be retained in inpatient care
who can receive appropriate and adequate care in another setting. The pre-
ferred setting is the individual's own community. Continuing assessments
will be made for the inpatient clients at the public mental health facilities
to assure the immediate discharge or transfer from inpatient care of any
client who does not specifically require inpatient care.

Information on a client will be shared only if the client has signed an
appropriate release of information form. The only exception will be when
there is a court order permitting release of information or when a state
statute specifically provides for the sharing of information on certain
clients.

4. Methods for assuring availability of follow-up care.

The State Mental Health Authority is responsible for the overall plan-
ning for a range of follow-up services on a local, regional and statewide
basis. The Authority assumes responsibility for requesting adequate funding
for necessary follow-up care facilities. The Authority will also ensure ade-
quate monitoring of public mental health facilities and community mental
health center programs for quality and cost-effectiveness.

Community mental health centers have the primary responsibility for
developing and providing adequate follow-up services for clients in their
mental health services program area. They will be expected to work in coor-
dination and cooperation with the public mental health facilities. Community
mental health centers will work with all human service care givers in their
areas to develop a range of living arrangements or programs for clients dis-
charged from any inpatient facility or referred from other related agencies.
They will also work toward developing healthy community attitudes toward
clients and ex-clients. It will be the responsibility of community mental
health centers to inform the State Mental Health Authority of gaps or weak-
nesses in follow-up services in their mental health service program areas.

The state mental health facilities are responsible for informing the

State Mental Health Authority of gaps and weaknesses. The state mental health
facilities follow-up and aftercare responsibilities will be phased down as the

community mental health centers increase their capacity to exercise their

primary responsibility in this area. The state mental health facilities will

cooperate fully with centers and clinics in the follow-up planning process
through regular meetings and working agreements.
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CHAPTER FOUR

COMMUNITY SUPPORT PROJECT

Program Description

The State of Montana was awarded a Coitimunity Support Project (CSP) con-
tract on January 1, 1978. Three full time positions were created in the
Mental Health and Residential Services Division in order to coordinate state-
wide planning and program development effort, a Project Director, a Program
Evaluator and a State Hospital Liaison Worker. The goal of this project is

to promote, demonstrate and develop community-based services for the chroni-
cally mentally ill utilizing a systems model.

The basic strategy of the Montana CSP was to begin working with one of
the regional community mental health centers, using it as a demonstration
model or test site and then using the results to involve the other regional
community mental health centers in the Project's activities, one at a time.
The Region III Community Mental Health Center (main office in Billings) was
chosen as a model demonstration site and was the first of the centers to

receive CSP funds in January of 1978. A CSP sub-contract was used to develop
the already extensive community support services of this Center even further.

The CSP staff that was based in Region III resulted in an expansion of
the array of community based services available to the chronic psychiatric
client. Several of these developments have proved to be exportable to other
regions. Examples include the establishment of a new transitional living
facility; development of a system for recruiting and training volunteers as

case managers and creation of a comprehensive program for improving client
employability.

Mental Health Region I (headquartered in Miles City) was the next region
to be brought into the CSP on July 1, 1979. The establishment of regular
meetings between various agencies regarding the chronically mentally ill has

improved services to this clientele. Active day care programs are being
operated in the three major offices in Miles City, Glasgow and Glendive. CSP

funds have been used to support an aftercare worker in each of these offices

to insure that the needs of this type of client are being met.

A particularly important use of CSP funds have been to purchase services

for those CSP clients on reservations.

A CSP sub-contract was awarded to Region II (headquartered in Great
Falls) on March 1, 1980. Like Region III, this region's community mental

health center already had a well developed community support system in place

and the funds were used to build upon what was already there. A client

operated Thrift Shop began operation and almost immediately operated in the

black. This shop has been providing valuable employment training for over

twenty CSP clients. A number of other work crews have been set up and some

of these have been able to secure outside contracts. This region's center

has quite successfully utilized temporary employment placements to ease

clients back into a competitive work environment.

-39-



The Region II Community Mental Health Center also has developed an
extensive psychosocial rehabilitation unit which provides an array of
work related and non-work related activities tailored to meet the needs
and functioning level of each client.

Headquarters for the Region V Community Mental Health Center are in
Missoula. This Center came into the CSP September 1, 1980. CSP funds
were used to hire an employability training specialist and a volunteer
trainer/coordinator, and also for establishing of several independent
living apartments which are a particular need in the Missoula area.

Plans are to fund the Region IV Community Mental Health Center (head-
quartered in Helena) beginning March 1, 1981 which will complete the in-
volvement of the five regions in CSP. The overall financial strategy has
been to award each region the largest sum for the first year of its parti-
cipation then to diminish the region' s funding for successive years of its
involvement in CSP. It is expected that this project will terminate in

June of 1982. It intends to have demonstrated that the chronically mentally
ill can be served in the community.

The new Community Mental Health Systems Act does have money appropriated
for both mental health centers and state administrative offices for expanded
work with the chronically mentally ill. It is expected that the Division
of Mental Health and Residential Services will encourage further system
development for this population. With the assistance of a grant for the
chronically mentally ill the state would further be able to develop a more
extensive, far-reaching system of planning program development and services
to this population, coordinating it at the same time on a broader scale with
the basic tenants of deinstitutionalization. With or without the benefits
of a federal grant for this population the CSP model demonstration program
has been effective in demonstrating the needs for this population and the

Division is firmly behind strengthening and intensifying efforts to provide
a systematized planned effort to meet these needs and develop program,
respectively.

In addition to the above local program development efforts, Montana's
CSP targeted ethnic minorities for special efforts, as these groups have
previously been underserved by mental health programs. As a result of
meetings with Indian Health Service personnel and other persons from the

reservations in Region I, II and III a very active line of communication has
been established between these reservations and the state hospital regarding
specific chronically mentally ill Indians and their treatment.

Some promising beginnings have also been made with two other important
minority groups, the Hispanics and the Indo-Chinese. Unlike the Indians,
these two groups have settled in Montana in significant numbers only during
the last decade. Consequently, there has been little time for extensive
mutual interaction between these groups and the white majority. To get a

better idea of the mental health needs of these two groups, consultants
were hired to perform surveys. These surveys have pinpointed some of the
needs of these populations and have led to program planning for the next
five years to include this population within the purview of program planning.

-40-



Early in the life of the project, CSP staffers realized the crucial
importance of active communication among all service agencies involved with
the chronically mentally ill client. One important tactic for improving
such communications was the development of an advisory committee to the

CSP made up of mainstream agency representatives. A second tactic has been
that of Interagency agreements which spell out respective roles and respon-
sibilities vis-a-vis these clients. An extensive agreement between the

Mental Health and Residential Services Division and the Rehabilitative
Services Division of the Department of Social and Rehabilitation Services
has done just that for clients who are both CSP clients and enrolled in SRS's

Rehabilitation Programs. Agreements between the five regional mental health

centers and the State psychiatric hospital were signed, spelling out respon-

sibilities regarding pre-discharge planning and notification and client's

condition of release to the community.

The results of a recent cost-finding study demonstrate Montana's finan-

cial commitment to the CSP client. All clients eligible for community sup-

port were identified, and the costs incurred by the mental health centers

serving them were estimated. Out of the total estimated cost of $2,053,576
the cost to the state was $881,879, or 43%. The CSP has also collaborated
closely with the mental health Manpower Project (MDP) , which is also operated

out of the Mental Health and Residential Services Division with a staff of

three. These two projects have worked together on several staff training

programs, including one at the Center for the Aged and one for the Montana

United Indian Association Native American Paraprofessionals. The two pro-

jects have also collaborated on a series of staff exchanges between Warm

Springs State Hospital and the five community mental health centers and on

a technical assistance fund to provide professional growth opportunities

to staff persons from these agencies. Finally the CSP and MDP evaluators

have provided technical assistance to one another on a number of data

collection tasks and have co-authored an NIMH small grant proposal.

An annual census and demographic description of identified chronically

mentally ill clients in the five regions was instituted starting January 1,

1980. Data have also been collected showing that CSP has reduced hospitali-

zation from an average of 1.69 days per month to .43 days per month. A

sample of 120 hospital discharges yielded further evidence of the effective-

ness of community support services: a) of 69 clients who did not receive

community services during the first six months of the follow-up period, 30.4%

returned to the hospital; b) while, of 51 clients who did receive such ser-

vices, only 9.8% returned to the hospital.

A four year study in Montana, from January of 1976 through January of

1980 of 100 clients showed that 78% did not return to Warm Springs State

Hospital. During this same period, the national recidivism rate was between

35 and 40% compared to 22% for Montana.

B. Annual Review and Progress Report of 1981 Goals and Objectives

During the 1981 year there were 10 objectives attached to one major

goal. Of these objectives 7 were accomplished, two were partially accom-

plished and one was not accomplished. The following is an overview of the

goals and objectives.
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The primary goal for the CSP is to further develop, refine, improve
and evaluate the community support system in the demonstration area in
Region III and throughout the state. The following objectives have been
developed to implement this goal.

Objective #1

To continue to implement and refine the local CSS demonstration in
Region II by 3/31/81.

a. To make all ten CSS components systematically available.
b. To assure CSP responsiveness to American/Hispanics and Asian

Americans,
c. To involve three regional advocacy resources in providing

services for the chronically mentally ill.

Result : Accomplished

A nationally televised film called "Back Wards to Back Streets" by the
NBC features the strengths of Region III Community Mental Health Center efforts
for the chronically mentally ill. In addition, an action grant was awarded
to this agency for volunteer case management development. A study was com-
pleted of the Hispanics in the Billings area. A Relatives of the Mentally
111 Consumer Representative Support Group was established in this Region.

Objective #2

To continue to increase the public education and employment opportuni-
ties for chronically mentally ill people by 3/31/81.

Result : Accomplished

With the hiring of a Vocational Rehabilitation Counselor in both Regions
II and V mental health centers there has been added emphasis on work oppor-
tunities for the chronically mentally ill in the past year.

Objective #3

To develop agreements for state level interagency collaboration of
policy modification regarding services to the chronically mentally ill people.

Result : Partially Accomplished.

Working agreements were developed between the Rehabilitative Services
Division and the Mental Health and Residential Services Division as well as
contracts between Warm Springs State Hospital and the five Centers. At the
present time contracts between some of the Indian Health Services offices and
Warm Springs State Hospital is in the offing and there will be continued efforts
to encourage the mental health centers to develop working agreements with simi-
lar agencies.

Objective #4

To continue to develop, refine, implement the statewide program develop-
ment strategy in Region II, Region V and Region IV.

Result : Accomplished.
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Program development strategy is progressing as planned and with the

advent of Region IV on 3/31/81 this will complete the subcontracting process
with all five centers within the State.

Objective #5

To conduct five in-service training sessions for regional mental health
providers for Manpower Project.

Result: Partially accomplished.

Three in-service training sessions were conducted during the year, one

on consumers in Butte, one on partial hospitalization in Great Falls and one

on burn out in Warm Springs State Hospital

Objective #6

To gather data on Hispanics, Indo-Chinese and Native Americans who are

chronically mentally ill, identify their needs and involve them in state re-

gional CSS activities by 3/31/81.

Result ; Accomplished.

Extensive planning has gone on with Native Americans around development

of an agreement with Warm Springs State Hospital and the Indian Health Service

for committed patients. Surveys were developed for both the Hispanic and

Indo-Chinese population in the past year.

Objective #7

To document and evaluate outcomes of CSS efforts and report by 3/31/81.

Result : Not accomplished.

The outcome studies were discussed and a plan formulated for developing

outcome results at a later date was done. In addition, several process

evaluative studies were accomplished. The goal of obtaining outcome evalua-

tive studies will be carried out in the coming year.

Objective #8

To participate in the CSP Learning Community Conference.

Result ; Accomplished.

Learning Community Conference was attended by Montana representatives.

Objective #9

To provide a progress report and a year 04 program development plan.

Result: Accomplished.

Both of these reports were completed.
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Objective #1

To prepare a final report on the Community Support Project.

Result : Accomplished.

Final report was completed on 3/31/81.
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CHAPTER FIVE

MANPOWER DEVELOPMENT PROJECT

Background

The Montana Mental Health Manpower Program began in September 1978 as a

result of a five-year grant award from the National Institute of Mental
Health. The mission of the program is to marshal the human resources needed
to improve the ability of the Montana mental health system to respond to the

state's mental health needs and problems. The first year (FY 1978-79) of the

Manpower Program served principally as a planning period. The program staff
at that time included the director, two program managers and a project evalua-
tor, each with special expertise in a mental health related occupation. Since
that time, the program evaluator position has been discontinued and related
functions taken on by the other staff members.

Since the Manpower Program was initiated it has been designed to

strengthen manpower resources to serve several priority groups including
minorities, the chronically mentally ill, children, the elderly, and isolated
rural populations. It has done this through an attempt to improve adminis-
trative leadership, strengthen governing board functioning, develop manpower
for prevention, improve professional caregivers' skills, strengthen services
provided by paraprofessionals, improve volunteer programs, and better utilize
the skills of "natural providers" of mental health services.

In the two and one half years that the Manpower Program has been in

operation in Montana, program successes have been numerous. While gains have

not been problem- free, it can be said that most of the difficulties have been

relatively minor — representing challenges and opportunities more than

impediments or restrictions. Initially, unclear federal direction was seen

as a problem, but this has now come to be seen as an advantage, enabling

Montana's needs to be met without the intervention of federal level prior-
ities which is often the case in human service programming sponsored by

Washington. There is a developing sense of true partnership with NIMH on

many issues as we grow together.

Yet another trend has been in conceptualizing the many objectives and

activities of the total manpower effort into a coherent, unified whole.

This is a problem in evaluation of our efforts as well as in implementation.

Finally, a major trend has been in selecting priority activities from among

the multitude of unmet needs and available opportunities. Numerous plans,

perhaps overly ambitious, were laid in the early days of the project. It is

often tempting to latch on to the most readily available chances to be of

service or to be noticed rather than "laying back" for a time and selecting

the highest priorities. Striking an appropriate balance between these

approaches has been a challenge.

Some of the recent changes which are expected to impact the demand for

manpower services have arisen out of the 1981 legislative session. These in-

clude a proposed plan to merge Warm Springs State Hospital and Galen State

Hospital, and in the process eliminate training provided by the Quality

Assurance Program at Warm Springs. Another change brought about by the leg-

islature is the reduction in funds for training provided to the community

mental health centers. Both of these changes seem likely to result in an

increased demand for services from the Manpower Program. While manpower is

willing to respond to new demands, it will have to do so without an increase

in its own financial capacity.
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B. Existing Services

The services provided by the Manpower Development Project are numerous
and varied. In addition to providing some direct training, they also pro-
vide planning, development, linkage, contractual and advocacy services.
Coordinated efforts with other human service agencies include:

1. SRS-Staff Development Bureau, Aging Services Bureau, Child and
Youth Development Bureau, Social Services Bureau, Developmental
Disabilities Planning and Advisory Council, Rehabilitative Ser-
vices Bureau.

2. DOI-Corrections Division, Alcohol and Drug Abuse Division.

3. DHES-Maternal and Child Health Services Bureau, Facilities
Licensing and Certification Bureau, Health Planning and Resource
Development Bureau, Preventive Health Services Bureau.

4. OPI-Special Education Unit, Adult Education Unit, Health and
Physical Education Unit, Federal Programs Unit, Certification
and Teacher Education Unit.

5. Interagency Committee on Emotionally Disturbed Children.

6. State Ad Hoc Trainers Committee.

7. State Resources for Prevention Committee

8. Montana Hospital Association.

9. Montana United Indian Alliance.

10. Mental Health Association of Montana.

11. Health Systems Agency.

12. University of Montana: Social Work Department, Psychology
Department, University Foundation, Institute for Human Resources.

13. Montana State University; Gerontology Center, Nursing Department.

14. University of Utah Gerontology Center.

15. Montana Board of Psychologists.

16. Center for Education and Manpower Resources (Ukian Ukiah, CA)

.

17. Western Interstate Commission for Higher Education.
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C. Annual Review and Progress Report of 1981 Goals and Objectives

The Manpower Development Project established 14 objectives for achieve-
ment during the last year. Of those, six were accomplished, five partially
accomplished and three not accomplished.

Goal #1 To collaborate with CSP in the coordination of
developing consultation and education relationships with
mental health and related agencies.

Objectives

To develop a training/information format for mental health and DD day
treatment providers by 6/1/80.

Result : Accomplished.

Manpower assisted in the sponsorship of two conferences (Great Falls
and Butte) on day treatment for the chronically mentally ill. In ad-
dition, a staff exchange program between WSSH and the community mental
health centers was successfully initiated.

To develop a research project with CSP by 3/1/80.

Result ; Partially accomplished.

A proposal for funding a research project on specific factors in

chronic mental illness was submitted to NIMH. Because the personnel
involved in the development of this proposal have since left their

employment with CSP and Manpower, the future of this objective is

uncertain.

Goal #2 To develop at state and local levels methodo-
logies for ongoing mental health manpower planning.

Objectives

To research the utilization potential of a manpower MIS with represen-

tatives of CMHCs, Center for the Aged and the state hospital by 11/1/80.

Results : Accomplished.

Manpower, in cooperation with WICHE and 8 other western states has de-

veloped, and is in the process of testing a manpower MIS data collection

instrument. At this writing data is being collected and will be analyzed

by 6/30/81.
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Goal #3 To improve the manpower pool with respect to
prevention activities throughout the state.

Objectives

To write a proposal for agency utilization in providing services for
incarcerated patents by 12/31/80.

Result: Not accomplished.

This objective was not accomplished due to departure of the personnel
with expertise in this area and inadequate funding.

To develop and sponsor with the Office of Public Instruction a teacher's
workshop on recognizing signs of emotional disturbance in school child-
ren by 5/1/81.

Result: Accompl i shed

.

Seven workshops were held in conjunction with the OPI fall workshops
tour. Sites were Ronan, Butte, Havre, Sidney, Glasgow, Laurel and
Dillon.

Goal #4 To create a staff development plan for CMHCs
and each mental health institution in the state.

Objectives

To develop a tentative three-year plan for continuing education by
9/30/80.

Result: Partially accomplished.

After much consideration of this goal and objective, it was determined
that the CMHCs have existing continuing education plans which adequately
meet their own needs. It was also decided that WSSH had adequately de-
veloped plans on an annual basis. Manpower turned its attention to
developing a plan for the Center for the Aged. A one-year plan was
developed and with the help of an NIMH Nursing Home Training contract we
are in the process of implementing the plan.

To sponsor workshops on aging and mental health for employees at the
Center for the Aged and Veteran's Home by 12/31/80.

Result : Partially accomplished.

At this writing we have just completed a workshop at the Montana Center
for the Aged. Due to inadequate funds the Veteran's Home workshop must
be postponed for at least 6 more months.
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To assist each CMHC in the development of at least one technical assis-
tance proposal for continuing education/staff development by 6/30/81.

Result ; Accomplished.

Each CMHC submitted at least one TA proposal.

To sponsor a workshop on DSM III for clinicians in the CMHCs and insti-
tutions by 6/30/80.

Result : Accomplished.

DSM III workshops were provided for all CMHCs and institutions.

Goal #5 To plan, develop and implement a recommended pro-
fessional persons certification law which provides a frame-
work for licensing certification of mental health profes-
sionals.

Objective

1. To make recommendations to the Occupational Licensing Bureau by 11/30/80.

Result ; Partially accomplished.

The legislature is presently considering a licensure bill for psycholo-
gists. In addition, an effort to license and certify CMHCs and provi-
ders of mental health services has precluded the individual certification
of mental health professionals objective.

Goal #6 To influence the development of paraprofessional
utilization and training.

Objectives

1. To survey the current paraprofessional activities by the functional job

analysis method by 6/30/80.

2. To publish a report on the utilization of paraprofessionals and dissim-
inate to appropriate agencies by 9/30/80.

Result ; Not accomplished.

Due primarily to changes in personnel in the Manpower Program, work on

this goal has not begun. At the present time we are considering con-

tracting for the accomplishment of this goal.
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Goal #7 To promote volunteer program development throughout
the State of Montana.

Objectives

1. To sponsor a seminar for CMHC and institutions employees on the use of
volunteers.

Result : Partially accomplished.

A TA proposal was submitted to NIMH to fund this workshop. The proposal
has been approved, but due to moratorium on new federal contracts, we
will have to delay the workshop.

2. To prepare a position paper for the development of a handbook/manual for
all CMHC board members, 9/30/80.

Result ; Accomplished.

A handbook/manual was prepared for CMHC board members. An inservice
training program accompanied the dissemination of this information.

D. Program Needs

The need for the Manpower Development Project is based upon the generally
held belief that there never has been nor ever will be enough manpower re-
sources to meet all of the mental health needs - whether felt or not - of the

people of Montana. Sixty to eighty per cent of all medical patients seen on

an outpatient basis have a diagnosable illness which is either caused or ex-

acerbated by emotional factors.

To meet these personnel needs. Manpower's efforts have been two-fold: to

increase the number of mental health professionals, paraprofessionals and vol-
unteers practicing in Montana and to increase their knowledge and skills.
However, given the present economic conditions it seems reasonable to assume
that the number of professionals in the state will not increase appreciably
in the next several years, therefore Manpower's efforts would be better
directed toward training and the greater utilization of paraprofessional and
volunteer resources.

A training needs assessment of WSSH and CMHC personnel was conducted by
Manpower staff in 1980. As a result of this study, training needs in manage-
ment, client-types and clinical topics were prioritized as follows:

Management topics:

1. Staff burnout
2. Legislative relations
3. Leadership skills
4. Conflict resolution
5. Organizational communication
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Client-type topics:

1. Resistant clients
2. Adolescents
3. Families
4. Child/spouse abusers
5. Native Americans

Clinical topics:

1. Behavior disorders of childhood and adolescents.
2. Crisis intervention
3. Family therapy
4. Depression
5. Personality disorders

E. Goals and Objectives

Long-Range Plans

The staff of the Montana Manpower Project have not developed a five-
year plan of activities for the life of the project. They have, however,
done considerable thinking about what should exist five years hence.
Montana perceives manpower development as a continuous process. The five-
year period covered by the NIMH grant is an artificial boundary. The
manpower staff looks forward to the future with the idea of institution-
alizing the mental health manpower function and tasks — but not necessarily
the manpower project in its present structure. It is hoped that this
institutionalization process will occur during the five years of NIMH
support. More specifically, it is expected that future activities will
include much more emphasis on getting manpower work done through other
organizations. This includes assisting other agencies, both public and
private, in identifying funding sources and developing proposals for man-
power related activities. Future directions will also include strengthening
the capacity of primary care physicians and other providers in dealing with
mental health problems of their patients and clients. It is further fore-
seen that there will be more emphasis on the needs and concerns of the

state's minority populations. This will be accomplished through strength-
ening natural and indigenous provider systems as well as by developing
stronger formal mental health systems. In this regard, more emphasis needs
to be placed on serving Indian people on reservations as well as off.

It is vitally important that work be done on clarifying and prior-
itizing manpower goals and objectives as well as striving for further
clarity in the methods used for achieving these targets. Closely related
to this is the necessity to improve manpower data collection on a state-
wide and regional basis.
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CHAPTER SIX

COORDINATION OF PLANNING

The Division of Mental Health and Residential Services is confronted
with a broad array of complex problems and challenging opportunities. One
is that of financial management for the state general fund money in the
mental health system. The second is program operation. The third is pro-
viding common direction for all publicly supported mental health services
in Montana - the job of system integration.

The primary objective of this chapter is to provide a framework for
encouraging overall system integration. State operated facilities must be-
come aligned with the predominant delivery patterns of the overall mental
health system and integrated into the system of care that includes the
voluntary, non-profit regional system, and the private providers. More-
over, patients cared for in state operated facilities and Regional Mental
Health Centers must be integrated into the general health, mental health
and human service community networks . It is only in this manner that we
will be able to assure that each individual patient will be appropriately
cared for and therefore able to live in the least restrictive setting.
The end of this chapter includes three charts which reflect the relation-
ship of state and other agencies with the Mental Health and Residential
Services Division and make up the comprehensive mental health delivery
system.

A. INTERDEPARTMENTAL COMPREHENSIVE PLANNING

1. Office of the Governor

The 46th Legislature (1979) of Montana enacted legislation
creating a Human Services Committee to be administered by the
Governor's human service advisor. The committee was composed of
knowledgeable professionals practicing in the human services field.

The committee developed a plan to demonstrate and evaluate the
following concepts in certain Montana localities:

a. One stop service - a common intake system for two or
more services provided to clients;

b. Multipurpose caseworkers and team management - an arrange-
ment in which one staff member with the possible assis-
tance of a number of staff members representing different
services helps a client to identify all appropriate
services and advocates for the client to confirm that the
services are provided;

c. Colocation of agencies, where appropriate - the placement
of staff by two or more autonomous human service agencies
in a common facility where appropriate;

d. Information and referral systems - a centralized informa-
tion system utilizing a single purpose application and
referral form.
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The composition of the committee includes representatives from the

departments of Institutions, Social and Rehabilitation Services and those

positions of the Department of Community Affairs, Health and Environmental

Sciences, Labor and Industry, and the Office of the Superintendent of Pub-

lic Instruction which deal with human services.

The plan for demonstration and evaluation was completed. It was not

implemented

.

Currently, there is a human services advisor in the Governor's office.

This person has responsibilities for coordination of human services in the

state; however, the committee has disbanded. Furthermore, the plan for

demonstration and evaluation may have some isolated results which were the

product of informal agreements rather than directly related to the plan.

Presently the mental health system coordinates its planning with the

Governor's human service advisor. However, an overt effort to accomplish

the recommendations of the evaluation and demonstration plan have not seen

fruition.

2. Office of Budget and Program Planning

The Office of Budget and Program Planning through the Governor's Office

is responsible for coordination of planning in all departments of state

government

.

The statute establishing the Governor's office of Budget and Program

Planning (Article VI, Montana Constitution) specifies responsibilities

for state-level review and coordination of planning:

a. coordinate the preparation and maintenance of long-range master

plans which recommend executive and legislative actions for

achieving desired state objectives and which include recommended

methods for evaluation;

b. stimulate, encourage, and assist state agencies to engage in

long-range and short-range planning in their respective areas

of responsibility;

c. review and coordinate the planning efforts of state agencies, in-

cluding the relationship of such efforts with federal and local

government programs.

The Office of Budget and Program Planning is also the clearinghouse

for state agency applications for federal grants subject to review under

provisions of the Bureau of the Budget A-95 regulations. The Office of

Budget and Program Planning reviews the Executive Budget to assure that

budget requests match the established plans of state departments and agencies.

Coordination by the Office of Budget and Program Planning, working with

planning staffs in other state departments, divisions and agencies, will

increase the coordination of services, eliminate unnecessary duplication, and

develop additional programs where needs are now not met.
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3. Health Planning

The Montana Department of Health and Environmental Sciences, con-
taining the Division of Hospital and Medical Facilities, was designated
as the state health planning agency by the Governor of Montana pursuant
to Section 1521 of P.L. 93-641. The Montana Statewide Health Coordina-
ting Council (SHCC) , appointed by the Governor, is responsible for re-
viewing and approving the state health plan, coordinating the planning,
establishing priorities and advising the Department of Health and Environ-
mental Sciences. The Council, a citizens group with a consumer majority,
is selected by the Governor from nominees of the health systems agencies;
others are designated at-large by the Governor.

The Division of Hospital and Medical Facilities develops a plan
framework for health services, both public and private, on a statewide
basis and coordinates and provides guidelines for planning by Health
System Agencies which are operational in the five regions of the state.
The mental health agencies in Montana have been involved at the regional
level to varying degrees with the health system agency councils. The
latter, in many regions, have had a role in the A-95 review process re-
garding mental health proposals.

Of the five Health System Agency Councils in the state which currently
have specific health plans all have addressed mental health. In addition,
the State Health Plan includes mental health services. A staff person
from the Division of Hospital and Medical Facilities will review this plan
(the Five Year Mental Health Services Program)

.

The National Health Planning and Resources Development Act (P.L. 93-641)

,

and particularly the regulations resulting from it, calls for the effective
planning and development of both physical and mental health services. Con-
sequently, the functions of the entities created by this legislation will
have impact on the planning and delivery of services by the mental health
agencies. Each health systems agency (HSA) will have specific responsibi-
lities, including the following:

a. establish a health systems plan and annual implementation plan
for the area;

b. review and approve or disapprove grant requests for designated
federal funds.

c. implement plans through developmental grants to community
agencies;

d. recommend health facilities projects to the state for funding;

e. periodically review and comment on the appropriateness of all
institutional health services in the area; and

f. coordinate its activities with other planning or administrative
agencies.
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The Statewide Health Coordinating Council will review and coordinate
planning activities of the HSA's, prepare and approve a state health plan
based on the health systems plans of the HSA's, and advise the State
Health Planning and Development Agency in its work of statewide health
planning and implementation of the state health plan.

Mental health agencies have been involved to some extent, through
representation by staff and board members, on planning committees and

by election to board membership of the health systems agencies.

Implementation of the health planning and resources development pro-
gram should accomplish the following:

a. enhanfce the development of comprehensive health service systems,

including mental health, in all areas of the state;

b. increase and broaden community involvement in mental health,

particularly of those providers and consumers not in the mental
health field;

c. facilitate closer coordination between the public and private
sectors of the mental health delivery system;

d. improve the availability of services in rural and other under-

served areas; and

e. limit unnecessary duplication of services.

In order to achieve these outcomes, mental health center board members,

other volunteers, and mental health professionals must involve themselves

to an even greater degree in the health planning process. This can be

accomplished in part by participation on the boards, committees, and task

forces of the health systems agencies and on the Statewide Health Coordin-

ating Council and its task forces. The HSA's and the Coordinating Council,

in turn, must facilitate this involvement.

B. INTERDEPARTMENTAL PROGRAM PLANNING

1. Alcohol and Drug Abuse Division

The state alcohol and drug abuse authority, by statute, is the Alcohol

and Drug Abuse Division (ADAD) , which is a component of the Department of

Institutions. The Department of Institutions, through ADAD, is responsible

for formulation of an annual comprehensive state plan for alcohol and drug

abuse programs, supervision of the administration of the plan, and coordina-

tion of state and federal funds for alcohol and drug abuse services. ADAD

operates three drug programs directly, and purchases services from approved

agencies for other drug and all alcohol programs.

Mental health agencies, operated and/or funded through the Division of

Mental Health (DMH) , are actively involved with alcohol and drug abuse re-

ferral services. Most alcohol and drug abuse services are funded through
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the Division of Alcohol and Drug Abuse, utilizing both federal and state
funds. ADAD does contract with the South Central Montana Mental Health Center
to provide alcohol and drug services. Also, state general funds were appro-
priated directly to Galen State Hospital (GSH) for the treatment of alcoholism
and drug abuse.

Some achievements in coordination between the ADAD and the Mental Health
and Residential Services Division in the funding and operation of services
include: ADAD contracts with MHRSD-related agencies and cooperation and col-
laboration in the preparation of budget documents for Galen State Hospital.
During the coming year there will be a planning project, involving ADAD and
MHRSD to develop procedures for coordinated planning, and delivery of alcohol
and drug abuse services in relation to the mental health services delivery
system.

Issues that will be addressed by the two Divisions include:

a. agreement as to types, levels and intensities of services to be
provided;

b. interdepartmental program budgets and funding procedures;

c. provision of appropriate alcohol and drug abuse services to
clients of the mental health service system, and appropriate
psychiatric services to clients of the alcohol and drug abuse
service system;

d. definition of the role of the mental health services delivery
system in the delivery of alcohol and drug abuse services;

e. agreement on training needs and standards for all persons who
treat substance abusers;

f. active participation of mental health agencies, including centers
and clinics, in the development and revision of alcohol and drug
abuse plans, and active involvement of ADAD in the preparation and
updating of the state mental health plan,

2. Department of Social Services

The Department of Social and Rehabilitation Services (SRS) , is respon-
sible for the administration of many social and medical programs. The
MHRSD and SRS have many common interests and concerns. However, the primary
interface between these two human service agencies involves reimbursement for
mental health and rehabilitation services to emotionally disabled children,
adolescents, adults, and aged persons.

Warm Springs State Hospital (WSSH) , Galen State Hospital (GSH) and the
Center for the Aged (C/A) receive Title XVIII (Medicare) and Title XIX (Medi-
caid) funds from SRS. Mental health centers are recipients of Medicare and
Medicaid funds for services to eligible clients. The mental health programs
in the hospitals and mental health centers have experienced a number of changes
and periods of uncertainty because of unpredictable Medicare and Medicaid
funding. Contracts for services in CMHCs have been negotiated with SRS.
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In contrast to many other states. Title XX funds are not available for
the purchase of mental health services. Therefore, in Montana the mental
health agencies cannot assume responsibility for developing or providing
services funded by Title XX. The responsibility lies instead with county
social service departments.

It is anticipated that coordinated planning between SRS and the MHRSD
will continue. The expected outcomes are: increased payments for mental
health services to persons eligible for medical assistance under Medicare
and medicaid; the successful negotiation of contracts between SRS and
community mental health centers; expanded vocational rehabilitation ser-
vices for mental health clients; and coordinated provision of services for
the elderly.

3. Office of the Superintendent of Public Instruction

Coordination of planning between the Office of the Superintendent of
Public Instruction (OSPI) and mental health services of the Department of
Institutions is informal.

At present there are some areas of program coordination between mental
health agencies and the OSPI. Under provisions of the Education for Handi-
capped Children Act, school districts and boards of cooperative services
may contract with mental health centers or clinics to purchase diagnostic
evaluation services for handicapped children, teacher and parent counseling
or consultation, and inservice education for school staff and volunteers.
The regional mental health centers have contracted to provide the evaluation,
consultation and training services. Limited amounts of funds from the
Elementary and Secondary Education Act (federal), administered through the

OSPI have been available to supplement the school programs at the Warm Springs
State Hospital.

An area of planning being addressed by the Interagency Coordinating
Committee for Handicapped Children (ICCHC) is services for the handicapped.
Education of the emotionally handicapped will be included in the develop-
ment of policies and program goals. In addition, specific program coor-
dination mechanisms have been developed:

a. a representative of the mental health system is included in the

membership of the ICCHC;

b. ICCHC, representing the Departments of Institutions, Social and
Rehabilitation Services, Health and Environmental Sciences, the
Office of the Governor and the Office of Public Instruction has
planned programs which will provide educational services to

children excluded from public schools because of emotional
handicaps;

c. efforts have been made to influence legislation which provides
that local, state, and federal funds for education of the handi-
capped will be available, at an adequate level, to community or
residential agencies which include educational services in treat-
ment programs for the emotionally handicapped.
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C. INTERDIVISIONAL PLANNING - DEPARTMENT OF INSTITUTIONS

Within the Department of Institutions are three Divisions: Corrections,
Alcohol and Drug Abuse and Mental Health. All of the Divisions include
residential agencies as well as community programs operated directly by the
Divisions or through contracts with non-governmental agencies. Coordination
of planning between Divisions is accomplished through regular meetings of
the Division Administrators and the Department Director through special plan-
ning meetings, and through task forces to study program areas and make recom-
mendations to the Director.

Recommendations are presented to the Department Director to improve the
quality and efficiency of these programs. In addition to these and other
Department-wide task forces, representatives of Divisions are involved in
program planning within other Divisions; e.g., representatives of the MHRSD
participated in planning the program of alcohol services at Galen State
Hospital, and representatives of the Division of Corrections helped in the
planning of a new adolescent treatment program at the Northcentral Montana
Mental Health Center. The MHRSD administrator coordinates the provision of
mental health services to inmates of the Montana State Prison at the Forensic
Unit in the Warm Springs State Hospital.

In many aspects, coordinated planning of services between Divisions of
the Department of Institutions is being accomplished, but improved integra-
tion of services is still needed. Transfer of clients between Divisions,
or provisions of services concurrently by agencies of two or more Divisions,
should be implemented when required to meet the needs of clients. All mental
health services to state agencies should be the responsibility of the Division
of Mental Health, either through contracts under which agencies of the Division
of Mental Health will provide services to other agencies, or by agreement with
the Division of Mental Health that mental health services should be provided
directly by those other agencies.

D. LOCAL GOVERNMENTAL PLANNING AND REGIONAL PLANNING

1. Department of Community Affairs

The Department of Community Affairs has the statutory authority and
responsibility for coordination of planning at the local level throughout the
state.

This Department plays an important role in assisting the planning pro-
cess in Montana. County and municipal governments engage in a continuous
effort to plan and manage their futures, and the Department provides them
with technical and financial assistance.

Coordination with the Department of Community Affairs is through the
Community Development Division. Planning efforts for securing federal re-
sources for community residential alternatives for the mentally ill have
not had any significant success. The Community Development Division should
assist the CMHCs with community planning for the development of housing and
public transportation as they relate to mentally ill clients. Particular
emphasis is needed for clients being released from Warm Springs State Hospital.
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If the state establishes priorities for services to the chronically
mentally ill, coordination with the Community Development Division will
include:

a. planning for residential alternatives in the community and
their funding, and

b. emphasis upon public transit systems which accomodate men-
tally and physically handicapped people.

Increased input from the Division of Mental Health into the Depart-
ment of Community Affairs relative to the latter 's role as technical ad-
visor to local governments should result in greater involvement by those
governments in local planning for mental health.

2. Regional Planning

a. Governing Mental Health Boards

The responsibility at the regional level for coordination between
regional planning and mental health planning is shared by the respective
governing mental health boards and the region's mental health centers.
All the centers have elected officials on their boards, which should
provide for a degree of coordination. The boards are selected in whole
or in part by the county commissioners in the counties served by the
centers.

In addition to the involvement of elected officials, the staff of
mental health centers/clinics are involved in most communities in com-
munity planning for the total human services delivery system.

b. Montana United Indian Association

Coordination of services to off-reservation Native Americans is

established through the Montana United Indian Association. This assoc-
iation is establishing a cultural specialists program which is designed
to link off-reservation Native Americans with the mental health system.
One objective for the forthcoming year is to formally engage the MUIA
with the CMHCs through the State Council of Mental Health Center Boards
and Directors. Also, the Manpower Project is developing an implementa-
tion plan which can be incorporated by the mental health system to

adopt the findings of the MUIA that will improve mental health ser-
vices to off-reservation Native Americans. Three options will be

examined:

1) Cultural specialists employed by the CMHCs and providing
services at the center.

2) Cultural specialists employed by CMHCs and providing ser-

vices from an Indian Alliance office.

3) A parallel mental health system for off-reservation Native
Americans.
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c. Indian Health Services

Provisions for mental health services for Native Americans residing
on reservations have been, for the most part, confined to Indian Health
Services. However, collaboration in planning for additional fiscal and
work force resources has become necessary between the CMHCs and the IHS.

In addition, agreements negotiated between tribal councils, IHS and
WSSH for commitments to WSSH are being considered for those Native
American people requiring intensive psychiatric treatment.

The MHRSD in conjunction with other human service agencies will con-
tinue to improve its efforts in providing technical assistance to the IHS.

E. PUBLIC, VOLUNTARY, AND PRIVATE ^4ENTAL HEALTH SERVICES

Much of the emphasis in this plan is on the public mental health services -

those agencies receiving federal, state, and local governmental funds for iden-
tified mental health treatment programs. Private and voluntary agencies provide
a variety of mental health and counseling services in addition to the publicly
funded programs. Referrals are made between the voluntary and public agencies,
and voluntary agencies often provide additional supportive services for public
agency clients.

The Mental Health Association of Montana is a citizens' organization which
serves as an advocate for the mentally ill, promotes mental health through
educational activities and support of legislation, and participates in the
monitoring of public mental health services in the state. The Association
also participates in studies of needs and programs, and was instrumental in
the planning process which developed this Plan. Association of mental health
professionals provide significant leadership in setting professional standards,
encouraging or organizing continuing education, and participating in studies
of plans, policies, and issues related to mental health programs.

Some cooperative relationships exist between the public, voluntary and
private mental health services, but no comprehensive plan has been developed
to coordinate planning and service delivery between the public programs and
other agencies. The Division of Mental Health will attempt to organize a

planning group, either as a task force related to the State Advisory Council
or as a separate ad hoc study group. Membership will include representatives
of the state- funded mental health system, voluntary agencies providing mental
health services, private practitioners, professional associations, and the
Mental Health Association. The planning group will study issues and make re-
commendations to the Division of Mental Health. Among the issues to be con-
sidered are:

a. identification of the range of mental health resources available
through public, voluntary and private auspices, and criteria for
admission to these services;

b. development of guidelines for relationships between public and
voluntary or private services, including referral processes;

c. development of guidelines for purchase of mental health services
from voluntary agencies, as appropriate, by regional centers and/
or the Division of Mental Health.

Figure 1 depicts the state distribution of the related agencies referred to
in this chapter.
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PART IV

MENTAL HEALTH SERVICE AREAS
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CHAPTER ONE

DESCRIPTION OF COMMUNITY MENTAL HEALTH PROGRAM SERVICE AREAS

A community mental health program service area is defined as a geographic
area for which there is a designated responsibility for community mental health
services. Montana has designated five community mental health service program
areas. They are more specifically described in chapters 2 through 6 in Part V.

In addition to describing their existing services and progress for last year,
they identify the target groups and their specific program service areas
through which they will increase or emphasize the delivery of their available
services. A specific community mental health program service area has primary
responsibility for providing a full-range of mental health services to its
geographic area. These services may be provided directly by the center or by
a sub-contract with a human service delivery agency in that geographic area.

The full range of community mental health services includes:

1. Inpatient, outpatient, partial hospitalization, 24-hour emergency
and consultation and education services;

2. Other 24-hour care (ie. residential alternatives to inpatient care)

;

3. Services to children, adolescents, adults and the elderly;

4. Services to minorities;

5. Pre-admissions screening;

6. Aftercare;

7. Appropriate vocational, activity, recreational and occupational
therapy when appropriate;

8. Substance abuse services, - these services must be provided in
accordance with the State Plan developed by the State Division
of Alcohol and Drug Abuse;

9. Other services determined by local needs and the requirements
of state or federal funding agencies.

Program service areas obviously vary in their ability to provide the
above services. Special attention must be directed toward the target groups
and which services are to be available under the distribution of state funds,
special grants, federal grants, and other funding resources available to the
community mental health centers.

Table 1 depicts the unduplicated client profile of new admissions during
fiscal year 1980 to the community mental health centers. These data will be
utilized in determining the future direction, fiscal and programmatic, of each
community mental health center.

Table 2 depicts the client utilization by service delivery for the total
admissions for FY 1980. This information will be utilized by the State Mental
Health Authority in determining to what extent the community mental health
centers are providing the appropriate services to the population-in-need and
also serve as a determining factor in the purchase of services by the State
Mental Health Authority in the future.
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Community Mental Health Centers

Table 1

Unduplicated Client Profiles
(Acinission Profiles for New Admissions Only)

FY 80

Region I Region II Region III Region IV Region V Total

Total Admissions
New Admissions

2,386
1,791

2,992
2,728

3,768
2,629

4,095
1,654

3,307
2,785

16,548
11,587

Admission Profile

Age
0-17

18-64

65+
Not recorded

Sex
Male

Female
Not recorded

Race
White

Native Americans
Other

Not recorded

Annual Income
0-4,999

5,000-9,999
10,000-14,999
15,000-Over
Unknown

573 647
1,164 1,916

54 55

110

806 1,121
985 1,574

33

1,576 2,436
197 228
18 31

Q 33

72 1,153
179 515

824 495
85 509

631 56

436
2,053

136

4

1,088
1,541

2,457
85

87

940
634
496
554

5

291

1,334
29

672
982

1,576
54

24

637
200
314

320

183

427 2,374
2 ,235 8,702

59 333

64 178

1 ,123 4,810
1 ,536 6,618

126 159

2 ,581 10,626
101 665
37 173

66 123

619 3,421
721 2,249
375 2,504
390 1,858
680 1,555

Primary Diagnosis

Depressive/affective 18 321
Schizophrenia 54 116
Organic Brain Syndrome 18 45
Mental Retardation 90 39

Addictive Disorders 72 110
Transient Disorders 412 356*

Other non-psychotic
disorders 501 650

Social Maladjustment 339 388
Non-specific 251 190
Other psychosis NR 4

Diagnosis deferred 36 509

606
120
70

NR
225

349

727

458
74

NR
NR

265
87

29
35

47
227

424
359

156

2

23

249 1,459
186 563

26 188

62 226

64 518
171* 1,515

737 3,039
570 2,114

212 883

6 12

502 1,070

* signifies children and adolescent services.
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Emergency

Inpatient

Outpatient

C & E

Community Mental Health Centers

Table 2

Client Utilization by Service Delivery
for Total Admissions - FY 1980

Region I Region II Region III Region IV Region V Total

Transitional
(Days) 1,128 5,268 7,828 2,784 3,246 20,254

'Partial
Hospital-
ization 25,296 46,380

1,371 374

807 2,008

17,569 21,814

3,126 3,797

28,791 18,204 12,366 131,037

1,755 392 544 4,436

2,090 284 486 5,675

39,605 16,304 16,280 111,572

6,018 5,042 4,250 22,333
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CHAPTER TWO

EASTERN MONTANA COMMUNITY MENTAL HEALTH CENTER

Background

Eastern Montana Community Mental Health Center's service area is comprised

of the 17 counties of Eastern Montana. Eastern Montana is a vast area

(48,599 sq.mi.), characterized primarily by gently sloping, semi-arid range land.

The service area is bordered by Canada on the north. North and South Dakota
on the east, and Wyoming on the south.

The economy of the region is traditionally agricultural, but coal mining,

oil, and other mineral extraction industries have seen rapid growth in recent

years.

The population is sparse — less than two persons per square mile and well
distributed throughout the region. Goods and services are provided through a

network of small towns that serve as regional marketing centers. Towns in the

service area generally have little industry not related to agriculture, coal, or

oil.

It is not unusual for individuals or families to travel considerable dis-

tances to shop to do business, find entertainment, or obtain health care because

of the vast distances.

Eastern Montana Community Mental Health Center's service area also contains

two large Indian reservations, the Fort Peck Reservation on the north, and the

Northern Cheyenne Reservation on the south. The Indian population comprises

approximately 7 percent of the total population of the service area.

Existing Services

Because of the vast geographic area (Region I's service area is larger than

the State of Pennsylvania) and sparse population, the service delivery system of

Eastern Montana Community Mental Health Center has been divided into three "sub-

service" areas. "Area offices" are located in three of the major population

centers of Eastern Montana - Glasgow, Glendive and Miles City — with the

Regional Administrative Unit located in Miles City. In these area offices, the

full range of mental health services are available with the exception of transi-

tional care, which is only available in Miles City. Satellite offices (staffed

by one or two persons) are located in Sidney, Forsyth, Malta, Wolf Point,

Col strip and Plentywood. Services in these offices are primarily outpatient,

consultation and education, emergency and screening. These satellite offices

have linkages to their respective area offices, which facilitates easy referral

when more comprehensive services are required.

While Eastern Montana remains a primarily agricultural economy, the in-

creased development of Fort Union coal fields and oil exploration and development
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in the Williston Basin, will impact the economy and service needs in Eastern
Montana greatly in the future. Planning documents are common and indicate that
the population increase in Eastern Montana may double within the next ten years.
This rapid "boom town" development tends to create many social problems which
impact service agencies beyond the percentage increase of the population.
"Boom town" studies indicate that as population increases on a linear scale in
a "boom town" economy, social problems tend to increase on a geometric scale.
It can be expected that the economy and life style of Eastern Montanans will
undergo a drastic change within the next few years.

However, the backbone, at present, of Eastern Montana's economy remains the
agricultural industry, both farming and ranching. The farming and ranching
population combined with the services necessary to support that industry still
remain the great percentage of the population of Eastern Montana.

Recent changes in the expectations for service delivery have impacted the
demand for mental health services in Eastern Montana. Some of these are:

1. The deinstitutionalization movement that was begun in 1975 has impacted
the direction of mental health care toward the care of the chronically
mentally ill. This population is the most costly to treat and there-
fore the costs for mental health care have risen.

2. The Commitment Law of the State of Montana mandates that mental health
centers be the entry point for the precare of severely mentally ill
individuals. This is a time-consuming process that can also be very
costly.

3. The population increases, due to fossil fuel development in Eastern
Montana, have placed a great emphasis in some communities on emergency
care and severely, acutely mentally ill people. The on-going goal of
any health care delivery system should be the treatment of the acutely
ill as the first priority, and with the extreme social problems that
become manifested by impacted population, the severely acutely ill
begin to demand more and more mental health services from resources of
Eastern Montana Community Mental Health Center.

4. The identification of social problems (e.g., spouse abuse, and child
abuse) has increased the Mental Health Center's scope of responsi-
bility for prevention treatment and agency coordination around those

identified social problems.

5. The establishment of two inpatient alcoholism treatment units in

Eastern Montana has impacted the staff's time greatly. Existing con-

tracts with the two inpatient units have increased staff commitments
to those areas.

Children

Eastern Montana Community Mental Health Center provides a wide range of

services to children in our service area. Services are provided through indivi-

dual, family, and group therapy, play therapy, services through school contracts.
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physicians and agency referrals and training in communication skills. In

younger children, emphasis is placed on involvement with the entire family

in the problem-solving process. Services are also provided to older youth

who may be experiencing problems with school adjustment, emotional or social

adjustment, or with the legal system.

Elderly

Eastern Montana Community Mental Health Center recognizes that elderly
persons in our society are faced with special problems. The Center attempts

to address these problems through direct service, consultation and education

and through maintaining an advocacy role in the planning, development and

utilization of community resources. The Center maintains on-going contact

with the nursing homes in our catchment area and many of the Center's
services are utilized in the the treatment of elderly patients.

Services to Native Americans

Eastern Montana Community Mental Health Center has entered into contracts

with the Northern Cheyenne Tribal Health Board and the Fort Peck Tribal Health

Board in which the Center provides monies for them to hire, train, and super-

vise Native American mental health workers who report monthly regarding their

activities. In addition. Center staff provide direct services to Native

Americans and consultation to agencies serving Native Americans by traveling
to both Indian reservations.

During FY '80 Eastern Montana Community Mental Health Center entered into

a contract with the Montana United Indian Alliance to expand the services

offered to off-reservation Indians.

Substance Abuse Patients

Eastern Montana Community Mental Health Center's initial diagnostic
statistics indicate that about 4% of the initial services to Eastern Montana
Community Mental Health Center are diagnosed as having some substance abuse

problems. It is a stated goal of this Center to refer 1Q0% of substance

abuse patients to appropriate alcohol or drug abuse treatment agencies. These

can be either local outpatient agencies or inpatient \inits. Eastern Montana

Community Mental Health Center has an ongoing direct service with both in-

patient treatment units located in Eastern Montana.

Chronically Mentally 111

Eastern Montana Community Mental Health Center participates in the com-

munity support system with the Department of Institutions for the care of the

chronically mentally ill. We are attempting to provide the ten components of

the community support system to all identified chronically mentally ill

patients in Eastern Montana. To date we have identified 118 chronically men-

tally ill people in Eastern Montana who are qualified under this C.S.P. criteria.
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Of the 22 that have been released from Warm Springs, in FY '80, only one has
returned. During the latter six months of FY '80, 14 previously chronically
unemployed mentally ill patients have been placed in jobs where they are
becoming progressively self-sufficient.

Low Income

Approximately 57% of the people admitted to Eastern Montana Community
Mental Health Center report incomes below poverty level. Eastern Montana
Community Mental Health Center attempts to provide quality, professional
mental health care at a cost those people can afford to pay.

Unserved and Underserved

Rural populations, nationally, have been placed on a high priority level
for the delivery of mental health care. They have been identified as a
traditionally unserved or underserved population. There are no private
practicing mental health professionals in Eastern Montana at the present time;
therefore. Eastern Montana Community Mental Health Center has the responsibi-
lity of providing all of the mental health care for the citizens of Eastern
Montana. Rural populations having been identified as being unserved and
underserved, means that the delivery of mental health care to the citizens of
Eastern Montana must be looked at on a continuum that will be available to all
citizens regardless of income or diagnosis.

Coordination With Other Human Service Agencies

Region I constantly strives to involve other human service agencies,
where appropriate, in the total planning for its consumers.

Community mental health cannot be practiced in a vacuum. It is abso-
lutely necessary that other human service agencies be involved. We maintain
ongoing contact with approximately 75 different agencies or groups per month
to provide that continuity and continuum of care that is available in the

community. It is standard operating procedure through regular meetings with
the human service providers and the county commissioners in our counties
through regular meetings with the county health boards, and other coordinating
groups to attempt to be involved in the coordination of care for our citizens.

1981 PROGRESS AND ACCOMPLISHMENTS

1. Eastern Montana Community Mental Health Center has added one pro-
fessional staff person in Colstrip and one professional staff person in Forsyth.

Both of these areas are heavily impacted by fossil fuel development and have
experienced an explosion in population growth. It was a recommendation of the

1980 Site Visit that staff be expanded.
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2. Eastern Montana Community Mental Health Center has concentrated
on the chronically mentally ill as one of its target groups in FY '80-81.

Through our involvement with the Community Support Project we have been able
to provide comprehensive services to the chronically mentally ill of Eastern
Montana. As a result, employment skills, job seeking and retaining skills -

have been concentrated in the day treatment programs. As a result a signi-
ficant number of chronically mentally ill persons have been placed in competi-
tive employment.

3. Eastern Montana Community Mental Health Center has expanded, during
FY '80-81, its direct service contracts to agencies in the community. We have
expanded our contracts to the schools, law enforcement agencies, county
commissioners for psychological and psychiatric evaluations, and public
education contracts for other service agencies.

4. During FY '80-81, referrals to Warm Springs State Hospital have
remained low. All of the 48 referrals to Warm Springs State Hospital in 1980
were judged to be appropriate admissions that truly needed State Hospital care.

It is an ongoing goal of Eastern Montana Community Mental Health
Center to attempt to treat as many of our patients in the community as possible
and to only refer to Warm Springs State Hospital when it is appropriate.

5. Eastern Montana Community Mental Health Center has attempted during
FY '80-81 to continue its concentration of aftercare patients. These aftercare
services have been successful as shown by the low recidivism rate.

6. One of the target groups during FY '80-81 to be concentrated on by
Eastern Montana Community Mental Health Center was victims of domestic violence,
both child and adult. We have extended our service to victims of domestic
violence by using Clark Street Inn as a shelter home for abused spouses. We
have become more involved in child protection teams, and have expanded our
efforts in public education and awareness around those social problems.

Program Needs

Program needs of Eastern Montana Community Mental Health Center include
the following:

1. Given the rapid growth energy development and extreme distances
of Eastern Montana, many present mental health problems are going unserved
and underserved. In order to meet these needs, it is necessary to establish
a satellite office in Baker, staffed by a full time mental health professional
to provide adequate services to Fallon and Carter counties.

2. With population growth as rapid as it has been in Sidney, the current
complement of mental health professionals is found to be insufficient. Due to
both the high amount of patient contacts and community work they are involved
in, and the strain of the emergency services they provide, it is becoming
impossible for them to respond to additional requests from individuals and the
communi ty

.
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3. Currently, there is one staff professional located in Colstrip.
Current popiiLation projections expect that Colstrip will exceed 8,000 by
1982. It is necessary to place another professional in Colstrip in order
to negate the impact of this extremely rapid growth. It would be antici-
pated that a significant portion of this person's time would be allocated to
community work and prevention activities along with the routine outpatient
care and rising emergency situations.

4. Daniels County has experienced rapid growth due to oil exploration
and development. Currently, staff from Plentywood and Wolf Point travel to

Scobey on a weekly basis. However, this is insufficient due to the needs
in the community that are going unmet. An additional person for Scobey is

necessary to respond to these growing needs and the emergency situations
which develop through this rapid growth.

5. Due to the rapid growth in Sidney, and the transient nature of the .

persons coming into Sidney, we feel the formulation of a Childrens Therapeu-
tic Treatment program would be an asset to the community at large and children
and families involved directly. Many behavioral problems are noticed in the

children due to the upheaval they and their families experience in their

various moves to different locations. We feel that this therapeutic day
treatment program for children could act to reduce behavior problems with

children in the community, in school, and in contacts with law enforcement.
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CHAPTER THREE

NORTHCENTRAL MONTANA COMMUNITY MENTAL HEALTH CENTER

Background

The Region II mental health service area includes nine counties in

Northcentral Montana: Blaine, Cascade, Chouteau, Glacier, Hill, Liberty,
Pondera, Teton, and Toole Counties. Of these, Chouteau does not participate
in the Center, and Chouteau County clients are treated on a fee-for-service
basis.

The population of Region II is predominantly white. Native Americans
comprise about 7.04% of the population and other non-white people comprise
less than one percent of the total population. The region includes three
Indian reservations: Rocky Boy, Blackfeet, and Fort Belknap. The region
has two major population concentrations: Great Falls (population 56,000)

and Havre (population 13,000). The Federal Government has classified
Region II as a rural poverty area.

The regional economy is agriculturally based. However, in Great Palls,

Malmstrom Air Force Base has a significant economic impact. Some estimates
suggest that Malmstrom is directly and indirectly responsible for nearly half
of the economic activity in and around Great Falls. During the last half of

the 1970s, the economy of Great Falls suffered from military cutbacks and

population loss. The closure of the Anaconda Smelter in 1980 resulted in the

loss of over 500 jobs. Closure of several elementary schools in Great Falls
resulting from population loss has created more unemployment.

In 1980, the Soviet grain embargo, high interest rates, and inflation,

combined with low farm commodity prices, had a negative impact on the

regional economy, for which Great Falls is the retail trade center. North-
central Montana also appears to be entering a period of cyclic drought. As

a result of the drought and other factors, small farmers and ranchers and
their support communities are expected to suffer economic losses. Currently,
the socio-economic trends in Region II point toward an economy that remains

depressed and a further loss of population for about the next two years.

In 1947, the enabling act establishing mental health clinics was passed.

At that time, the Great Falls Mental Hygiene Clinic served an area of seven-
teen counties. In 1963, the Federal Government offered initial staffing
grants for community mental health centers, and in 1967, the Montana Legisla-
ture instructed the Bureau of Mental Hygiene to establish five Community
Mental Health regions and mandated formation of Boards to govern them. In

1971, an application for an eight year staffing grant for the Northcentral
Montana Community Mental Health Center was submitted to the Department of
Health, Education, and Welfare, Although the grant was approved in December,
1972, Federal funds were impounded and not released until February 1974. In

August of 1974, the Center was officially sanctioned by the Governing Board
and satellite offices were opened and staffed in Havre and Cut Bank. As of
July 1975, the regional community mental health centers were empowered to
become private, non-profit corporations. Additional satellite offices were
opened in Shelby, Conrad, and Choteau in 1975. In 1976, the Chinook satellite
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was established, followed in 1977 by the Chester Center. The Children's pro-
gram was expanded to include adolescents and was moved to a separate facility
in 1978. In 1979, a residential facility for adolescents was funded and es-
tablished. A client-operated Thrift Shoppe was established at a downtown
Great Falls location in 1980.

Two major economic trends have emerged which will impact the demand for
mental health services. The current trend toward a depressed economy, high
energy costs and inflation should result in an increased demand for treat-
ment for stress disorders, depression, and suicide prevention and counseling
related to domestic violence. Although the demand for school consultation
should decrease with the population, there may be a rise in consultation for
behavior problems related to crises within the family. As employees with
marginal skills lose their jobs, there may be an increase in requests for
vocational rehabilitation, counseling and testing services, as well as in the
use of day treatment facilities by unemployed clients and former clients.
This trend will increase the need for, and probably the demand for several
services; however, the effect of the shrinking spendable income may be that
clients will be less willing, as well as less able, to pay for mental health
services.

The projected trend toward a "boom" economy as a result of military
build-up at Malmstrom Air Force Base and increased development of oil, natural
gas, and coal resources, will create different demands for mental health
services toward the end of the five year period. In all probability. Region
II will be the next area of Montana to experience an energy boom with an
attendant rise in demand for all goods and services, including mental health.
In addition to the energy development boom, the Montana Power Company has
revealed plans to construct coal-fired generating plants similar to the pro-
ject located near Colstrip, Montana. Called "Resource 89", the plants will
be located near Great Falls and will employ an estimated 700 people. The pro-
ject is expected to begin in 1985.

To meet the demand created by the energy boom and military buildup, the

Mental Health Center will need to increase the availability of specialized
services to children and their families, provide more counseling to abused and
abusing spouses, as well as augment efforts being made in the alcohol and drug
abuse area. One special focus of the Center's resources will be in the commun-

ity providing preventative consultation and education to strengthen social co-

hesion and teach people how to cope with social change.

Existing Services

The Center philosophy states "that mental health is fostered in the en-

vironment which offers opportunities to obtain the psychological necessities
of life as well as the biological necessities." This goal is being met by

providing twelve major mental health elements to the communities of northcen-

tral Montana. These services include inpatient, outpatient, day treatment,

emergency, special programs for children and the elderly, screening and eva-

luation, pre-care services, aftercare, residential services, chemical
dependency services, and Consultation and Education.
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Northcentral Montana Community Mental Health Center provides six basic
types of services to the population of Region II in order to provide the
above twelve elements. These services include:

1. Outpatient
2. Inpatient
3. Partial Hospitalization
4

.

Emergency
5. Transitional/Residential
6. Consultation and Education

In addition to these basic services, there are a number of specific high
risk groups for whom the Mental Health Center (MHC) has developed special pro-
grams. They include children, elderly, rape victims, precare and aftercare
clients, drug and alcohol abusers and American Indians. Services to the
general population of Region II and these special target groups are provided
through the following units:

1. Adult Outpatient Unit (Cascade County)

:

Located in the Holiday Village Shopping Center, this Unit provides
the full range of services to adults including: individual, marital,
family, and group therapies; evaluations; biofeedback; consultation
and education.

2. Youth and Family Unit (Cascade County)

:

Located in the St. Thomas Children's Center building, this Unit
offers the same outpatient services described above to children and
their families. Residential care is also provided for adolescents.

3. Alternative Services Unit (Cascade County)

:

This Unit is decentralized, offering outpatient and rehabilitation
counseling services at the Holiday Village office, a full Day
Treatment program at the former Washington School building, a Thrift
Shoppe downtown, and supervises several transitional/residential
living arrangements.

4. Inpatient Unit (Cascade County)

:

In cooperation with the Montana Deaconess Medical Center psychiatric
unit, 24-hour general psychiatric hospitalization services are pro-
vided under the care of two Center psychiatrists.

5. Generalist Units (Hill, Teton, Liberty, Blaine, Pondera, Toole, and
Glacier Counties)

The Generalist Units are in the rural counties and provide primarily
outpatient, precare and aftercare, emergency, and consultation and
education. Inpatient services are available in these units, either
by local or county hospitals or through the psychiatric unit at the
Deaconess Regional Medical Center located in Great Falls. Although
some day care is provided in Hill and Blaine counties, the majority
of day care clients are sent to Cascade County Alternative Services.
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Precare and aftercare services are provided through the rural

generalist units and Alternative Services in Cascade county.

All units provide 24-hour emergency service. Transitional and

residential care is provided only in Cascade County through
the Alternative Services Unit; residential care for adoles-

cents is also provided within our Cascade County Youth and

Family Unit.

The basic required services of Inpatient , Outpatient , Partial Hospi-

talization. Emergency , Screening and Diagnosis , Follow-Up and Follow-

Along, and Consultation and Education continue to be provided on a

gradually expanding basis with good quality and need no further comment.

Other mandated services may bear some further comment.

Children and Elderly

We have concentrated on building services to children through our

Youth and Family, Outpatient and Residential program. Establishing the

latter helped the Mental Health and Residential Services Division meet a

specific goal (see "1981 Montana State Plan for MH Services Addendum:,

p. 20, Goal 2, Objective 4).

Transitional or Halfway Houses

Our Alternative Services unit provides three types of such care:

1. Hospitality House: A non-MHC domicile run by the Salvation

Army with Center consultation.

2. Passages: Group home with eight hour/day Center professional

supervision.

3. Co-op Apartments: Semi-independent living with 1 hour/day

Center supervision.

A further goal is to add a Transitional Living Group Home with 24-

hour/ day Center supervision capability to further serve the chronic

mentally ill patient. Funding sources have so far been inadequate, but

solutions are being pursued.

Alcohol and Drug

We provide outpatient and inpatient care for our alcoholic clients.

Much of our services are of a screening referral liaison and follow-up

nature with respect to primary chemical dependency programs. Also, our

psychiatrists will be participating to some degree in the new Deaconess

Hospital Alcoholism program.

Region II has a wide variety of human service agencies. Coordination

with these agencies is accomplished through consultation and education

(C&E) and contractual and cooperative agreements.
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l''or clients in primary need of alcohol and drug counseling, the Center
has coordinated with community alcohol and drug treatment agencies to avoid
duplication of services. While clients with an alcohol or drug problem may

receive counseling at the Center, clients in need of alcohol or drug coun-

seling alone, are usually referred to a local treatment agency.

The Mental Health Center has served as a community resource for

agencies and individuals throughout the region. Highly trained profes-
sionals are available for consultation and education in many areas. For

example, in the past year, the Center has established regular consultation
with the Indian Education Center (lEC) in Great Falls through an ongoing
contract for consultation services. Every week, for about five hours, a

Center professional spends time with the lEC liaison person. In addition,

the liaison receives continuing education through the Youth and Family Ser-

vices in-service training program. The Mental Health Center provides con-

sultation and education to 507 agencies throughout the region. In addition

to these C & E activities, the Center supplies consultation, screening and

evaluation services to many regional agencies.

1981 PROGRESS

The Center was quite successful in the accomplishment of its goals for

1979-80. In an effort to increase the Center's fiscal stability, two on-

going service contracts were added: 1) an agreement with Chouteau County to

deliver services to their residents on a fee-for-service basis; 2) a contract

to deliver consultation services to the Indian Health Service in Great Falls.

Two technical assistance grants were obtained for presenting a workshop

on legal issues in mental health and a workshop on mental health for Native

Americans.

Direct service time increased from an average of 35% to 43% in the first

quarter of fiscal year 1980. Goals and objectives for individual therapist

direct service and billable service time have been established. The Manage-

ment Information System is providing monthly cost-efficiency reports for

individual therapists.

In 1980, the Center established a satellite office in Browning for the

reservation Indian, developed a liaison with the Cascade County Native Amer-

ican population to serve the urban Indian, and increased consultation with

nursing homes 24%.

New categories on our intake form were developed to allow computer
tabulation to survey clinical records for rape victims, spouse abuse, and

child abuse.

The Center has increased delivery of service to children and adoles-

cents. The admission rate for abused children increased, an early child-

hood (5 and 6 years old) group was established, and children's services were

increased by the addition of two Ph.D. psychologists. In addition, a special

drug abuse program for adolescents was developed and inservice training for

group home operators has been accomplished.
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In 1980, the client-operated Thrift Shoppe was moved to a downtown
Great Falls location. Our goal, self-sufficiency excluding personnel costs,
was quickly achieved.

The Center developed a client grievance procedure that enables clients
to voice their problems. Client rights are further protected through the
continued work of Montana Advocates for the Mentally 111 (MAMI) founded in
November, 1979. This group has encouraged families and friends of clients
to become more involved in advocating for client rights and for support of
quality mental health care.

PROGRAM NEEDS

1. Administrative Needs

In general, administrative needs center on making a smooth transition
from the initial eight year funding period to funding under the Mental Health
Systems Act of 1980.

Externally, the Center's administrative needs focus on legislative ac-
tion in the following areas:

1. A mandatory mental health option on private health insurance
policies.

2. Remove the 50% limit on State funding support to mental health
centers.

3. Obtain HUD funding for group homes.
4. Achieve "Provider status" for SRS reimbursement to the Center.
5. The need for a new licensing law for mental health group homes.

Internally, the Center's needs focus on the following areas

r

1. Increased collections from client fees/third party payers.
2. Continue to refine the Management Information System.
3. Develop the Finance Committee as an overseeing and policy- formu-

lating body regarding financial matters.
4. Develop grant writing skills of administrators.

,

5. Develop new, stable sources of funding:
a) Seek funds to provide for services other than those

mandated by the State.

2. Program Service Area Needs

A needs assessment conducted in Region II revealed areas of focus for

mental health service. The needs assessment questionnaire was based on the

Denver Mental Health Questionnaire (DMHQ) and used 14 scales which measured

differential mental health needs: 1) Psychological Distress; 2) General

Psycho-pathology; 3) Family Satisfaction; 4) Interpersonal Isolation -

Family; 5) Interpersonal Isolation - Friends; 6) Interpersonal Aggression -

Friends; 7) Productivity - Job Oriented; 8) Productivity - Home Oriented;

9) Legal Difficulties; 10) Public System Dependency; 11) Alcohol Abuse;

12) Drug Abuse; 13) Hard Drug Use; 14) Soft Drug Use.
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By county, the following mental health problem areas were identified:

Blaine County - Psychosis and neurosis
- Interpersonal Aggression - Friends
- Productivity - Job Oriented
- Productivity - Home Oriented
- Public System Dependency
- Drug Abuse
- Alcohol Abuse

Blaine County had a very poor overall rank and was identified as

being in great need of diversified mental health services.

Chouteau County - Soft Drug Use
- Interpersonal Isolation - Family
- Productivity - Job Oriented
- Legal Difficulties

Chouteau County was identified as one of two counties having the

least need for services.

Glacier County - Family Satisfaction
- Interpersonal Aggression - Friends
- Public System Dependency
- Alcohol Abuse
- Drug Abuse
- Psychological Distress
- General Psychopathology
- Interpersonal Isolation - Friends
- Interpersonal Isolation - Family
- Legal Difficulties
- Soft Drug Use

Glacier County had the worst overall ranking and was identified

as having the greatest need for services.

Cascade County - General Psychopathology
- Interpersonal Isolation - Friends
- Soft Drug Use
- Psychological Distress
- Family Satisfaction
- Interpersonal Isolation - Family
- Public System Dependency

Hill County - Psychological Distress
- General Psychopathology
- Family Satisfaction
- Soft Drug Use
- Interpersonal Aggression - Friends
- Productivity - Home Oriented

Toole County - Family Satisfaction
- Interpersonal Isolation - Family
- Interpersonal Isolation - Friends
- Productivity - Job Oriented
- Legal Difficulties
- Alcohol Abuse
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Liberty County - Psychological Distress
- Productivity - Home Oriented

Liberty County was identified as being one county in least need
of services.

Pondera County - Interpersonal Aggression - Friends
- Productivity - Home Oriented
- Drug Abuse
- Interpersonal Isolation - Friends
- Alcohol Abuse

Teton County - Interpersonal Isolation - Family
- Interpersonal Isolation - Friends
- Productivity - Job Oriented
- Alcohol Abuse
- Public System Dependency

The following problem areas were isolated for reservations;

- Psychological Distress
- General Psychopathology
- Family Satisfaction
- Interpersonal Aggression - Friends
- Public System Dependency
- Alcohol Abuse
- Drug Abuse
- Interpersonal Isolation - Friends

The 1976 needs assessment revealed several regional problem areas and
isolated specific mental health needs. Since 1976, the Center has addressed
some population needs, causing other needs to become more apparent.

For the period of January through November, 1980, in Cascade County,
the following diagnostic patterns of admissions reveal significant clinical
needs:

Number Diagnosis

61 Chemical Dependency
303 Non-Psychotic
193 Maladjustment
141 Depressive and Affective Disorder
126 Transient Childhood Disturbance
96 Aftercare

In Cascade County, there were 597 clients admitted during the 11 month
period who made less than $5,000 per year.
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For the same 11 month period of 1980, the following data revealed
significant needs for the Region:

Nvunber Diagnosis

51 Chemical Dependency
261 Non-Psychotic
265 Maladjustment
157 Depressive and Affective Disorder
128 Transient Childhood Disturbance
31 Non-Specific Diagnosis

108 Aftercare

During the 11 month period, there were 440 clients admitted from all over
the region who had a yearly income of less than $5,000.

The large number of admissions diagnosed as "non-psychotic" in Cascade
County and the region indicates a clear need for diverse mental health services
to treat a variety of less severe emotional disorders. These less severe dis-
orders need early detection and treatment to prevent them from becoming chronic
and debilitating.

The high incidence of diagnoses for maladjustment and depressive and

affective disorders support the need for diverse mental health services that

are readily available. These services need to focus on suicide prevention.

The needs of children are highlighted by the large number of admissions
diagnosed as having transient childhood disturbances. The Center has taken
steps to meet the needs of children by hiring two additional Ph.D. psycholo-
gists in Cascade County; however, the needs of children throughout the region
are greater than the available resources.

Although the Center provides services to Native Americans in proportion
to their representation in the population, this ethnic group is still in

greater need of diverse mental health services. Responsiveness of urban and
reservation Indians to available mental health services needs to be increased.

Since 1975, the elderly have emerged as an underserved group. Goals for

the next five years include development of more and better services to meet
the needs of the aged (see Goals and Objectives)

.

The male population has the highest incidence of alcoholism, suicide
completion, and other serious problems. However, males are still underrepre-
sented in Center admissions. There is a need to overcome male resistance to

seeking mental health services.
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CHAPTER FOUR

SOUTH CENTRAL MONTANA COMMUNITY MENTAL HEALTH CENTER

Background

The South Central Montana Regional Mental Health Center is a state

licensed mental health facility accredited by the Joint Commission on

Accreditation of Hospitals. Our history goes back to a state funded Mental
Hygiene Clinic established in Billings in 1947. Although 1967 State legis-

lation established catchment areas for regional mental health centers, the

South Central Montana Regional Mental Health Center was not officially in-

corporated until September of 1971. Six counties were the original parti-
cipants: Yellowstone, Big Horn, Carbon, Stillwater, Sweet Grass, and

Musselshell. The Mental Health Association assisted the Center by sending
teams to promote programs to the various county commissioners. A period of

growth followed with additional satellites being established in Lewistown,

Harlowton, and downtown Billings.

The staff has increased from 20 to approximately 70. The number of

patients served has tripled and patient contacts are five times greater
than in 1972. At the same time, the cost per patient contact has only in-

creased by about twelve dollars since 1972. The greatest period of growth
in staff, patient contacts, and cost per patient per year occurred in 1976-

77 when the impact of deinstitutionalization was first felt.

The South Central Montana Regional Mental Health Center, Montana's

Region III catchment area, encompasses eleven counties, covering 25,800

square miles, and has a population density of approximately five persons

per square mile. The social contexts found in the Region vary from a rather

highly urban orientation in Billings through extreme rural situations in

outlying counties. Ten of the eleven counties are agriculturally based

with high poverty level designations and have populations ranging from 700

to 13,000. Excluding Yellowstone County, where the largest minority of 3%

is Spanish American, and Big Horn County, with a 40% Native American popu-

lation, the regional minority population is below 1%.

Unemployment levels are higher and average yearly income levels are

lower in these ten counties as compared to state averages. Yellowstone
County is, by contrast, one of the most prosperous and economically stable

counties in the State.

Existing Services

Clinical services are provided through the following divisions:

Child, Adolescent, and Family Services Division, including pre-

vention services. •

Urban and Emergency Services Division
Alternative Services Division
Older Adult Services Division
Rural Services Division
Rape Victim Services
Alcohol and Drug Abuse Services Division
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The following is a short description of the services and programs
offered within each division.

Child, Adolescent, and Family Services Division

This division deals with the high risk group, aged zero to eighteen
years. This age group is identified as high risk due to natural but rapid
physical, mental and interpersonal changes which need assistance to mini-
mize adverse role dysfunction.

Services provided within the division include emergency, inpatient,
outpatient, consultation and education. Outpatient services include diag-
nosis and assessment, individual and group psychotherapy, day treatment,
and family therapy.

Urban Services Division

This division provides outpatient services to the adult population,
aged nineteen to fifty-five, who seek services in Yellowstone County.
These services are provided through two locations: the Main Center, located
at 1245 N. 29th Street, Billings, Montana, and an inner-city location in

downtown Billings.

Services provided through this division include screening and evalua-
tion, individual and group psychotherapy, marital counseling, emergency,

and referral services.

Emergency Services

This section is responsible for 24-hour coverage for emergency mental

health service needs. The service is staffed by all clinical staff who

are certified mental health professionals under Montana statute. The pro-

gram is coordinated through the Urban Services Division.

Alternative Services Division

This division is our most extensive and most expensive. The major

focus here is in caring for the long-term severely ill patient.

Programs provided through this division include: The Neighborhood Day

Treatment Program , a partial care program for long-term chronically mentally

ill people. The Acute Day Treatment Program , a program to provide a thera-

peutic milieu for the acutely mentally or emotionally ill. Group Homes (I,

II, III) , a program established to provide both a transitional environment

for the mentally ill so they can learn to live independently after a major

psychiatric illness and hospitalization when an individual needs supervision

but not hospital care. Co-op Homes (Men's, Women' s, Co-Ed, Men's Apartment) ,

a program designed to meet the needs of those not needing 24-hour supervision
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and support of a group home but needing the support of a "family" to

replace lost or tenuous family ties and provide the necessary supplement

to weekly case manager support. These Co-op homes can also serve as a

"stepping stone" to the community for those patients able to graduate from

the group homes but still unable to return to the environment from which
they came. Community Support Program (CSP) , a project designed to develop
community-based programs for the severely mentally ill as alternatives to

psychiatric hospitalization. Community Placement Services , a program of
services directed toward those persons previously hospitalized in a psy-
chiatric facility who are thought to need continued services beyond a

direct treatment modality. Coordination and Linkage insures a maximum in-

volvement of other community resources and agencies in the support of the
individual in the community. Inpatient Services , provides short-term,
crisis stabilization services.

Older Adult Services Division

This division deals with the high risk group, aged fifty-five and
older (forty- five if a Native American) . This age group is identified as

high risk due to physical, psychological, financial, and interpersonal
changes which need assistance to minimize adverse role dysfunction.

Services provided within this division include case-finding, home
visits, group and individual therapy, case management, and community refer-

rals including medical evaluations.

Rural Services Division

Through a network of rural satellites, this division is responsible for
the delivery of mental health services to nine participating and one non-
participating rural counties.

The services provided through the rural satellites directly or through
referral to the Main Center in Billings include all services mandated by
Public Law 94-63. Satellite offices are located in the communities of Hardin,
Roundup, Harlowton, Columbus, Big Timber, Red Lodge, and Lewistown.

Rape Victim Services

Through an affiliate agreement with the Billings Rape Task Force, a self-

help group of twenty-five to thirty members, a comprehensive program serving
our Region's rape victims has been developed. This agreement calls upon this
CMHC to provide ongoing clinical consultation, organizational assistance,
faculty sharing, and mental health education to this exciting program.

Alcohol and Drug Abuse Services Division

This division deals with the drug abusing and alcoholic population of
the counties of Yellowstone, Carbon, and Stillwater through participation in
the distribution of county alcohol tax dollars.
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Services provided through this division include emergency, inpatient,
outpatient, and consultation and education. Outpatient services include
individual and group psychotherapy, family therapy, chemotherapy, linkage
to self-help groups, and partial day care.

Consultation and Education Services

C&E provides the coordination and delivery of consultation and edu-
cation services to the community.

Activities provided include prevention, early detection and referral,
program modules, as well as consultation with the school systems and other
agencies.

Coordination with Other Human Service Agencies

Coordination with other human service agencies is accomplished through
both formal contracts and affiliation agreements and through informal weekly
and daily individual contacts. As was listed in the descriptions of our
various divisions, linking, referrals, and consultations are a part of the

services provided by each division.

1981 PROGRESS

Public Awareness

WNET Special - "Back Wards to Back Streets"

This documentary explored the movement of patients out of mental insti-
tutions into communities. Several settings were selected - some depicting
stories of neglect. However, this CMHC was used to demonstrate a successful
community-based treatment and support program. One of the former patients
testified to the support she received through group home and cooperative
living which aided her journey toward independence and prevented her return

to Warm Springs.

Continuity of Care

In addition to the existing separate men's and women's homes, a new co-

ed cooperative home was opened within the past year. Residents of group

homes learn to attain goals through a step-level program of participation

in chores and activities of the home. Progressive degrees of responsibility
are linked with the rewards of independence. Also, a program that teaches

daily living skills such as cooking, cleaning, and bedmaking was initiated

with notable success. The emphasis of the program focuses on achievement.

Quality of Care

JCAH (Joint Commission of Accreditation of Hospitals) accreditation

has been maintained for the second year. Site reviewers from the State

Department of Institutions and Region VIII of the United States Department

of Health and Human Services gave the Center high marks for quality of care

and adherence to standards.
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Productivity and Cost Effectiveness

A major step toward this goal was the completion of the first year of
our ACTION grant to utilize volunteers as Case Managers. Twenty-three
volunteers were trained to fulfill their six-month commitment to act as
"helpers" for patients who need supportive services. They have taken
patients shopping, helped them understand bureaucratic procedures for
government assistance, visited them regularly, and reported changes in

behavior to counselors.

This program reduced costs and allowed the therapist to do their work
more effectively and efficiently. The program has been funded for a
second year in order to increase the number of volunteers and adequately
evaluate its replicability for other Centers,

Alternatives To Institutions

The Center offers alternatives to mentally ill people. Instead of
placement in a state institution, patients may receive support from groups
in their communities through the Center's services. Although the new co-
educational, cooperative home opened this year with eight more beds, there
is still a waiting list for patients wishing placement in supervised group
homes

.

Plans are underway for expansion of the Community Job Placement Pro-
gram. Positions for on-the-job training increased when the Center received
a contract to clean a downtown office building plus private doctors' offices,
Staff members hope to start a thrift shop this coming year. Patients would
be responsible for its operation and would share in the profits.

Fiscal Stability

Payments by patients and third party reimbursements for services have
increased this year to 22% of total expenditures. This increase is due in
part to a new plan in which financial advisors, together with patients,
determine a fair payment for services based on actual cost, income, and
other financial factors. The philosophy is based on a sliding fee, and how
patient involvement helps stimulate payment.

Program Needs

At this point in time, the one overriding need of the South Central
Montana Regional Mental Health Center is for an adequate, stable level of
funding. Without this we will be unable to meet the current excessive
demand for our services. This excessive demand can be easily identified
by looking at our three and sometimes four week waiting periods for non-
emergency intakes.
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CHAPTER FIVE

SOUTHWEST MONTANA MENTAL HEALTH CENTER

Background

Demographic

The Southwest Montana Mental Health Center is a private, nonprofit

corporation providing direct comprehensive community mental health

services to Region IV, which encompasses twelve counties in Southwestern

Montana. These counties are Beaverhead, Park, Powell, and Silver Bow.

It should be noted that Gallatin and Powell Counties are not presently

participating in the mental health program. The southwest region is the

most urbanized of Montana's five mental health regions and contains four

of the state's ten largest cities — Anaconda, Bozeman, Butte and Helena.

The region is bordered on the north by Region II, to the east by Region

III; south by Yellowstone National Park (Wyoming) and Idaho; and to the

west by Region V and Idaho.

The urban population of the region is concentrated in Deer Lodge,

Gallatin, Lewis and Clark, and Silver Bow counties. Smelting and mining

are the major industries in Silver Bow County (Butte) . Bozeman, in

Gallatin County, is the seat of Montana State University. Helena, in

Lewis and Clark County, is the location of the State Capitol. Region IV

contains most of the state's institutions, such as the only state psych-

iatric hospital, which is located in Warm Springs in Powell County.

Other State institutions located in Region IV include the State Prison,

Boulder River School and Hospital for the mentally retarded, Galen State

Hospital which is the only State alcohol and drug treatment center, and

Mountain View School for Girls which is a state correctional facility

for girls. The remaining counties of Beaverhead, Broadwater, Granite,

Jefferson, Madison, Meagher, Powell, and Park are essentially rural and

sparsely populated.

History

During the early 1960s, Region IV had only minimal mental health

services available to the citizens of the area. The services were

located in Silver Bow and Lewis and Clark Counties as mental hygiene

clinics, which were part of the State Department of Institutions pro-

gram. In the late 1960s, some private citizens, staff from Warm Springs

State Hospital, and county commissioners, with assistance from the

Southwest Montana Comprehensive Health Planning Agency, submitted a

grant to the Federal Government requesting funds to start a Compre-

hensive Community Mental Health Center. Though the original requests

occurred in 1969, actual funding did not take place until July 1974.

The initial grant award was for $248,371.00. The Southwest Montana

Mental Health Center actually started operation October 1, 1974, and was

the last of five regional programs to have been founded in Montana. The

regional administrative offices were initially located in Butte at
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silver Bow General Hospital. From October 1974 until March 1975, Satel-

lite Offices were opened in Deer Lodge County, Park County, Lewis and

Clark County, and shortly thereafter, in Beaverhead County. The program
began with five counties participating and has since expanded to ten of

the twelve counties in the region. In October 1975, the regional admin-
istrative office was moved to Helena so as to place it closer to the

State Department of Institutions and the other governmental agencies in

Helena. On October 1, 1981, the Mental Health Center will begin the

eighth and final year of its eight-year Federal Community Mental Health

Center staffing grant.

Cultural Characteristics

A recent study of minority groups in Region IV reveals some very in-

teresting statistics. The State of Montana shows a minority population

of approximately 4.5 percent. In Region IV, the minority population is

less than 1 percent. The exact amount is .93 percent Native American pop-

ulation, and .004 percent other non-white population (the latter statistics

were obtained from the Department of Community Affairs)

.

A county-by-county study reveals that the largest minority population

is in Lewis and Clark, Deer Lodge, and Silver Bow counties, and even there

it is extremely small. Granite, Madison, Broadwater, Beaverhead, Jefferson,

and Gallatin counties show very small minority populations. There are no

Indian reservations in Region IV, and none in close geographic proximity.

Helena, Butte and Anaconda have Indian Alliance Offices, which are a focal

point for assistance to off-reservation Indians living in those communities.

Staff from the Indian Alliance offices have served on the Center Advisory

Boards, enabling the Center and the Alliances to develop better communication.

Socio-Economic Trends

The total view of Region IV 's economic picture shows a rather stable

area in Jefferson, Beaverhead, Meagher and Madison counties, primarily be-

cause agriculture is the primary industry in those counties and the employ-

ment picture does not change noticeably. Lewis and Clark County also has

a fairly stable economic picture as the State government is located in

Helena and is not impacted by trends as might other communities. The re-

maining counties of Deer Lodge, Powell, Granite and Silver Bow are or have

been quite dependent upon the Anaconda Copper Mining Company located in

Butte, and until quite recently. Anaconda. This has been clearly dramatized

by the recent closure of the Anaconda Company smelter in Anaconda with the

subsequent layoff of over 1,000 employees. Though the full impact has not

been felt because the Anaconda Company provided for sizeable severance pay

and benefits for one year, there seems to be little question the community

of Anaconda, as well as smaller surrounding communities (e.g. Philipsburg)

are going to be experiencing hard economic times. In fact, the future sur-

vival of Anaconda is questionable.
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Butte has also been impacted by the closure of the smelter, as a
number of employees resided in Butte. In addition, the Anaconda Company
and the unions representing the employees recently reached agreement on
new contracts, which settles a devastating six-month strike in the Butte
community and surrounding area. It will be some time before Butte fully
recovers from this event.

Another economic factor impacting Region IV and the Butte/Anaconda
area specifically, has been the continuing layoffs of personnel from
Warm Springs State Hospital, a major employer in the area. Though the
liamber industry is not a major employer in the region, it is a signifi-
cant factor in a number of smaller communities; e.g., Townsend. The
national slow down in home building has created a depression in the
lumber industry, and the result is a closing of mills, as well as massive
layoffs in others. The Wickes mill in Townsend was a recent victim of
this economic downturn.

Existing Services

Demand for Mental Health Services

Perhaps the most significant recent event which has a direct impact
on demand for mental health services, and will most likely continue to
impact the needs for some time to come, is the closure of the Anaconda
Company smelter in Anaconda. With approximately 1,000 persons losing
their jobs directly and countless other persons losing their jobs as a
peripheral result of the closure, stress-related emotional problems have
increased; e.g., depression, anxiety, marital and family problems.

Coordination with Other Human Service Agencies

The Southwest Montana Mental Health Center and the Montana United
Indian Association are working cooperatively as a part of a federally
funded project to train and supervise Native American cultural spec-
ialists who are to do outreach as well as educate the off-reservation
Native Americans regarding mental health problems and Mental Health
Center services. One of the purposes of the project is to improve the
accessibility of the Mental Health Center to Native Americans by means
of education and outreach. An additional purpose is to enable the staff
of the Mental Health Center to gain a better understanding of the Native
American culture and attitudes so as to assist the therapists in their
work with Native American clients. A third purpose of the project is to
improve coordination between the Southwest Montana Mental Health Center
and the local Indian Alliance office, which actually employs the cultural
specialists. Those offices are located in Butte, Helena and Anaconda.
This project was initiated in the fall of 1979 and was funded for five
years.

An area of long standing coordination and cooperation with other
hioman service agencies and organization is the prevention and treatment
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of child abuse. Members of the staff of the Southwest Montana Mental
Health Center are serving on child abuse task forces (state and local

level) and are participating on child abuse treatment teams.

The following is a brief description of the services offered by the

Southwest Montana Mental Health Center:

Inpatient

The Southwest Montana Mental Health Center neither owns nor operates

a psychiatric inpatient unit. The Center does, however, provide inpatient

services in the following manner that does give continuity of care and

complies with the Public Law. In Helena, the psychiatrist provides con-

sultation at St. Peter's Community Hospital and will also hospitalize

individuals when it is felt to be appropriate. There is a comp-care

Stress Unit in Butte which is an eighteen-bed psychiatric inpatient unit

to which the Center psychiatrists admit and follow the patient to discharge.

Outpatient

Services included in this area are individual therapy, group therapy,

marital therapy, consultation, and diagnostic evaluations. These are

provided on a full-time basis at the Anaconda, Butte, Helena, Livingston

and Dillon Satellite offices. In addition, outpatient services are

provided one day per week in Boulder, Townsend and Whitehall; and every

other week in Philipsburg and White Sulphur Springs.

Emergency

Emergency services are available throughout the Region on a 24-

hours-a-day, seven days-a-week basis. The emergency service is covered

by professional staff (Master's level or above) only on a rotating call

system. In the rural offices of Anaconda, Dillon and Livingston, call

diverters are utilized to reach on-call persons without having residents

call long distance. Generally, emergencies are seen at the emergency

room of the community hospital. On occasion, emergency outreach into a

person's home is done.

Screening

The Mental Health Center provides screening and evaluation services

to the residents of the region in order to accurately assist the needs

of the clients and to avoid inappropriate hospitalizations. The number

of screenings has increased each year, with a corresponding decrease in

the number of inappropriate admissions to Warm Springs State Hospital.

Follow-Up (Aftercare)

Aftercare services are aimed primarily at those individuals who
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return to the community from state institutions and are also made
available to individuals discharged into the community from any psy-
chiatric inpatient facility. The purpose of aftercare services is to
assist former patients in making the transition back to the community
and to ease the adjustment of return. A very high percentage of total
staff time is spent in aftercare activities — approximately 50 percent
of staff time, with approximately 30 percent of the budget being spent
in aftercare activities. This will continue to increase as the emphasis
on both the state and national levels is on providing aftercare services
to the chronically mentally ill.

Partial Hospitalization (Day Treatment Program)

Partial hospitalization, or day treatment, is designed for those
patients needing more than the traditional outpatient therapy, but less
than an intense 24-hour inpatient experience. Day treatment provides a
daily support group for adults who are experiencing emotional stress and
impaired coping skills. In some instances, clients in the program are
making a transition from hospitalization, usually (but not exclusively)
Warm Springs State Hospital, to community life. Other individuals in-
volved in the program already living in the community may be having
difficulty with various living skills, interpersonal relationships,
employment, finances (budgeting) and meaningful use of their time.
Treatment modalities with the partial hospitalization program include
group and individual counseling and problem solving, orientation to
community resources, instruction in basic living skills, and leisure
time pursuits. There are two such partial hospitalization programs in
the region, with a third being planned: one in Butte handling approx-
imately 20 patients per day; one in Helena handling approximately 10
patients per day; and a third program is being planned for the Livingston
area. The Butte program has had patients from Wann Springs State
Hospital attend the program and are presently part of a trial "cluster
program," where five patients from Warm Springs are released as a group.

Transitional Living

The Southwest Montana Mental Health Center has a Transitional
Living facility located in Helena at 1101 Missoula Avenue, which can
accomodate up to eight individuals returning to the community, as well
as assist them in developing living skills in order that they can live
independently. The residents of the Transitional Living program parti-
cipate in a daily activity which may include vocational rehabilitation,
partial hospitalization (day treatment) , CETA programs, and/or sheltered
workshops.

Services to Children

Services to children include coordination with children service
agencies, in addition to regular evaluation, diagnostic and treatment
services the Center provides to children and their families. Diiring
the last year 15 percent of all new intakes were children under the age
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of 17. Special areas of involvement on the part of the Mental Health Center
have been in the area of child abuse. Members of the staff participate on
the local and state levels in child abuse prevention and education activities.

Consultation and Education

The purpose of the Center's Consultation and Education services is to
catch and treat emotional problems before they become serious; to promote
public education programs; to increase the visibility of the Mental Health
Center and its services; and to provide inservice training to other agencies.
There has been a wide variety of groups and agencies to whom the Center has
provided consultation and education services, including elementary, secondary
and college- level instructors and classes; Montana Department of Social and
Rehabilitation Services staff; courts and law enforcement; prenatal classes;
preschools; etc. Some of the special groups to whom the Center staff has
given presentation includes Parents Without Partners, Ostomy Association,
Mental Health Association, etc.

Services to the Elderly

Six percent of all new intakes has been the elderly (65 years of age
and over) . In addition, there is extensive work being done in the nursing
homes in the region. The Center has a contract with Granite County Nursing
Home in Philipsburg. Also, the staff of the Center provides such services
as reality orientation groups and remotivation groups to residents and staff
of nursing homes throughout the region. For some, day treatment programs
are appropriate and useful services, and transportation is provided to and

from the nursing homes.

Alcohol Rehabilitation Services

The Center was a recipient of NIAAA money and conducted a Regional

Alcohol Program until June 30, 1980. However, with an increasing number
of counties deciding to participate (utilize the alcohol tax that is re-

turned to the counties) in either their own alcohol programs or in other
alcohol programs, the Governing Board decided to teirminate the Alcohol
Services portion of the Regional Program. All of the counties in Region IV

have established their own programs or have joined other existing programs.
There was no loss of service to the residents of Region IV and the Center
established good working relationships with the programs to facilitate re-

ferrals and case consultations.

Drug Rehabilitation Services

Drug Rehabilitation Services in Region IV are provided by the South-
west Montana Drug Program, which is operated by the Addictive Disease
Division, Department of Institutions. Since the federal law states that
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no element of service needs to be provided by a Conmunity Mental Health

Center if it is adequately being provided by another agency, and to

avoid duplication of services, the Southwest Montana Mental Health

Center does not have a specific drug rehabilitation program. A contract

has been entered into with Southwest Montana Drug Program for direct and

indirect services, should they request services for their clients from

the Mental Health Center, It is felt that there is a good working

relationship established at the local level.

Program Needs

The Southwest Montana Mental Health Center completed on February 1,

1981, a needs assessment to determine some of the mental health needs of

the residents of Region IV. The survey employed mail, phone, direct

contact, and videotaped interviews in gathering information from three

sources: mental health agencies; related agencies such as schools; and

civic groups and individuals. The survey was planned to invite specific

suggestions that clearly identified a need.

Inpatient Unit

Helena has definite need for a small unit to provide short-term

care for acute mental patients. No study has documented this need. The

Mental Health Center should assiame responsibility for gathering the data

to demonstrate the need.

Action ; The Helena Satellite is now keeping routine records on

clients in need of prompt inpatient care, the number of clients, ability

to pay, etc. The Director of the Helena Satellite serves on a community

committee to promote an inpatient unit. Also, arrangements have been made

to make it easier to place Region IV clients in the Butte Stress Unit.

Group Home

Group homes for patients discharged from a psychiatric hospital are

important as a bridge to independent living. Responses from both Helena

and Anaconda referred to this need.

Action : The Day Treatment program at the Butte Satellite has shown

outstanding development during the past year. The vigorous and innovative

progress is illustrated by: 1) increased number of clients served; 2) cluster

groups of former State Hospital patients; 3) community involvement of the

clients; 4) the move toward financial self-sufficiency; 5) outreach to

underserved groups; and 6) promotion of good public relations with the com-

munity and other agencies. The program goes beyond simply providing group

homes, and may serve as a model for Anaconda and Helena.

Family Violence

Statistics for Lewis and Clark County indicate that spouse abuse

occurs at a rate of nearly one incident per day. Mental Health is the
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only agency that has consistently reported spouse abuse. Incidence is

probably higher than the statistics indicate.

Action ; The Center treats many clients where spouse abuse is a

problem. The Center has conferred with the Spouse Abuse Network and has
provided some support; for example, preparing a joint grant application
which was not funded. The Spouse Abuse Network will conduct workshops
in Helena and Butte to train Center staff in dealing with spouse abuse;
the Manpower Unit of the Department of Institutions provided funds for
these workshops. The Center is also applying for a grant to fund a pro-
gram to deal with child abuse.

Parenting

Some families are not prepared to deal with the problems of their
children (school-related, alcohol and drugs, discipline) . Marital con-
flict makes for poor parenting skills.

Action ; Several responses to the questionnaire focused on the need
for developing skills in parenting. Some of these responses came from

small, outlying communities, and some from Anaconda where the smelter
shutdown may lead to family disruption. Similar responses came from other
locations. The Center is considering conducting one or more workshops.

Economic Stress

The need for jobs, new industries, worry clinics, stress reduction,
and the like, appeared in many responses from the Anaconda area following
the permanent shutdown of the copper smelter.

Action: The shutdown of the Anaconda smelter took place after the

survey of needs was underway. The Center has a Satellite Office in Anaconda
and has prepared for an increase in referrals. Center staff has partici-
pated in workshops and other approaches to coping with stress. In the

survey of needs, special attention was gien to Anaconda, with 43 of the 82

responses from that area, plus 24 videotaped interviews.
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CHAPTER SIX

WESTERN MONTANA REGIONAL COMMUNITY MENTAL HEALTH CENTER

Background

Regional Characteristics

The Western Montana Regional Community Mental Health Center serves
seven counties of Western Montana — Ravalli, Missoula, Mineral, Sanders,
Lake, Flathead, and Lincoln. The population of the region is approximately
180,000, an increase of 35,000 since last census figures. The area of the
region is over 19,000 square miles. The region is entirely mountainous,
covered with forests and has many lakes and rivers. Road systems are
limited due to terrain features and there are only two communities with
populations over 30,000 - Kalispell and Missoula. The major industry is

forest products, with every county having mills and logging operations.

Socio-economic Trends

At this time, the economy of the Region is very depressed. Unemploy-
ment is the highest in the state; housing starts have come to a virtual
standstill; many mills have closed; and numerous small businesses have gone
bankrupt. Considerable effort is now being made to attract new industry to

broaden the tax base. Interest rates from loan institutions are such that
few loans are being made. Welfare and food stamp applicants and recipients
are at an all time high. The prospects of the economy changing in the fore-

seeable future are not promising.

Historical Review

Prior to the funding of this Center, the Montana State Department of
Institutions operated five community mental health clinics in the state which
were under the administrative direction of the Superintendent of Warm Springs
State Hospital. One of those clinics was located in Missoula and was housed
in the basement of the Student Health Center at the University of Montana.
This clinic, with a modest staff of six, was responsible for serving the

counties of Western Montana.

On July 15, 1959 the Western Montana Regional Community Mental Health
Center Board submitted to the National Institute of Mental Health an applica-
tion requesting staffing grant funds under the provisions of public law
89-105. The total amount of the funds requested was $127,301 which would be
the federal share of the total Center operating budget of $307,725. Although
the application was approved on September 1, 1969, federal funds were not

available for the program and the Center did not actually begin its operation
until January 1, 1971.

-93-



when the Center initiated its regional program in 1971, seven counties
participated - Ravalli, Missoula, Lake, Sanders, Lincoln, Flathead, and
Mineral. Mineral County withdrew its involvement in July 1971 but then
renewed participation in January 1980. During the years of operation twenty-
one different individuals have served on the Center Board, eighteen of whom
were county commissioners and three of whom were non-commissioners.

It is significant to note that we have been the recipient of 314(d)
grants administered through the State Department of Health and the Montana
State Department of Institutions. These grants have enabled us to establish
transitional living facilities, screening and evaluation units and various
aftercare programs. However, this funding is very tenuous and has only
been good for one year block grants which do not allow continuity of services.
The Center is currently in its second year of distress grant funding and is
eligible for one more distress grant. We will then have to seek funding
through the provisions of the new Mental Health Systems Act, P.L. 96-398.

Demand for Mental Health Services

On January 1, 1981 the Center celebrated its tenth anniversary of ser-
vices to the citizens of Western Montana. As the Center has matured the
demand for services has consistently increased. It is our impression that
during the past year there have been three specific external factors which
have influenced the demand upon the center for mental health services.
These factors are a) economic, b) change of policy related to consultative
activities, and c) increased interest in providing services to the chronic
patient.

a. As the economy has suffered, so has the mental health of many of
our citizens. This has made itself known in the nature of problems
presented to our staff as we have seen many situational problems which
can be directly related to depressed economic conditions. We have seen
an increased amount of depression based upon concern about problems of
living as related to economic needs and we have seen an ever increasing
number of marital problems which have come as a result of family fiscal
concerns.

b. Historically, community mental health centers have been encouraged
to establish preventative programs under the rubric of consultation and
education. However, there is now a decreasing interest upon the part
of Federal and state authorities in providing consultative services,
with the primary push being for the provision of direct services. This
has shown itself in many ways but is most particularly clear in the
Mental Health Systems Act, which specifies that as little as two per-
cent of staff time should be devoted to consultative activities. Sub-
sequently, there has been a shift in program emphasis to comply with
the priorities set by funding authorities. This position also seems
to be based upon economic factors, as consultation and education
activities are often non-fee producing.

c. Since the strong push for deinstitutionalization increased numbers
of chronic patients have returned to communities all across the Region.
It is proper that these patients be provided with aftercare services to

maintain them in the communities where they live. An increased amount
of staff time and program dollars are following those patients.
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Existing Services

Identification of Services Provided

As required by Federal law and the contract with the Montana State

Department of Institutions, this Center provides for outpatient, emergency,

day treatment, inpatient, and consultation and education services. These

services include residential and evaluation services and services to the

following mandated target groups.

Total Services Patients Units
Outpatient 2,377 15,449 patient hours
Emergency 335 544 patient hours

Day Treatment 109 12,336 patient hours

Inpatient 181 1,039 days

T . Home 23 3,246 days
Evaluation 282 831 patient hours

(from treatment plan)

Of above, services for aftercare and precare clients are:

Day Treatment
T . Home
Outpatient
Emergency
Inpatient
Evaluation

109
23

303*
59*

52*

27*

12,336 patient hours
3,246 days
2,088 patient hours

173 patient hours
72.75 patient days

110 patient hours

* Calculated from quarterly % of total

Mandated Target Groups

This Center has been primarily concerned about three specific target

groups, i.e., children, Native Americans, and chronic patients.

The Center has a coordinator for children's services who, although re-

cently appointed, is giving direction to Center activities relative to child

mental health issues. With approximately thirty-six percent of our Region's

population seventeen and under, it is appropriate that increased effort be

devoted towards services for youth, as currently only fifteen percent of our

clientele are seventeen and younger.

There has been consi
Americans particularly on

primarily in Lake County,
ately thirty-five percent
Native Americans represen
county. In addition, con
provide a variety of soci

established.

stent effort devoted towards services for Native

the Flathead Indian Reservation which is located

Our staff in Lake County has devoted approxim-

of its direct service time to this group, although

t but fifteen percent of the population of that

sultative relationships with other agencies which

al welfare services to Native Americans have been

For six years we have seen a steady increase in staff time and expense

in serving chronic patients particularly those discharged from Warm Springs

State Hospital. We are currently committing twenty-five percent of our bud-

get to this population even though these clients constitute only six percent

of our case load. We are committed to the deinstitutionalization movement

and have played an important role in reducing the census at the State Hospital,
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2. Coordination with Other Human Service Agencies

Historically, one of the major goals of this Center has been to collabor-
ate and consult with other social welfare programs within our service area
regarding mental health issues. This effort has resulted in the commitment
of thousands of hours during our ten years of service towards case and program
consultation as well as a significant investment of time in public education
efforts. The following table illustrates this commitment for the 1980 fiscal
year. Noted on the left are general categories of agencies served. The fig-
ures are the hours devoted to consultation and education efforts.

1980 Fiscal Year
Service Time

Case Case Public
Consultant Emergency Program Education Education Total

Law Enf/Correction
Courts
Attorney
Physicians
Health Delivery
Drug Abuse Agency
Alcoholism Agency
Rape Agency
Crisis Center
Other MH Facility
Family Planning
Services for Elderly
Head Start
Primary Schools
Secondary Schools
College or Univ.
Children's Services

Not Schools
Child Abuse Prog.
Public Welfare
Develop. Disabled
Voc . Rehab

.

Veteran Agency
Employment Serv.
Social Security
Other SRS Serv.
Minority Agencies
General Public
Board & Advisory
Family Members
Inter-Agency
Warm Springs
Clergy
Other
Women ' s Services

126.75 34.75 90.50 4.25 10.25 266.50
62.75 40.00 3.00 4.00 2.75 76.50
51.25 7.00 9.50 2.25 7.75 77.75

133.50 44.75 71.25 12.00 2.00 263.50
111.75 2.50 251.25 83.00 38.25 486.75

1.00 1.75 .50 2.00 5.25
31.50 3.00 66.00 11.25 2.50 114.25
1.75 .50 8.25 1.00 1.50 13.00
.75 .25 61.25 5.75 68.00

12.75 4.25 59.75 3.75 2.00 82.50
2.25 .75 1.50 2.00 6.50

y 54.00 1.75 135.00 38.25 19.25 248.25
34.25 53.75 12.75 7.75 108.50
45.75 2.50 16.50 6.25 26.50 97.50
249.50 1.75 40.75 46.50 89.75 428.25
4.00 37.75 24.50 13.00 79.25

18.50 82.50 3.75 27.00 131.75
34.25 .75 3.50 .25 38.75

162.75 5.50 52.00 24.25 6.00 250.50
61.25 .25 14.75 9.25 2.00 87.50
17.50 .50 16.00 2.00 .50 36.50

10.00 2.00 34.50 4.00 50.50
1.75 18.50 .75 21.00
1.00 2.25 2.00 5.25
8.00 18.00 2.50 4.00 32.50

20.00 1.00 68.00 53.00 20.75 162.75
12.25 5.50 64.75 17.00 156.00 255.50
1.25 66.25 11.25 51.00 129.75

8.00 1.25 2.00 .25 .50 12.00
35.00 .25 80.00 15.00 10.00 140.25
39.00 .50 8.75 2.00 4.00 54.25
30.25 1.00 19.50 3.50 3.75 58.00

23.25 3.75 107.25 26.50 45.00 205.75
4.00 1.00 50.00 75.00 25.25 155.25

1411.50 128.25 1583.00 540.25 587.00 4250.00
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1981 PROGRESS

In a year of many program and administrative achievements, the following

are noteworthy.

The Center:

• provided services to 3,307 clients.

• provided 4,250 hours of C&E services.

• collected $270,000 in fee income which is 23% of our expenses
for operation.

• received Federal support for four technical assistance grants
dealing with 1) Indo-chinese Refugees

2) Management Training
3) Mental Health Films
4) Group Therapy Training

• became the first Center in the state with all counties in the
service area participating in the Regional program.

• entered into contractual relationship with twelve agencies for

the provision of mental health services.

• received year-two Federal distress grant funding of $128,275.

• entered into contract with Department of Institutions for

$50,000 CSP funds for services to chronic patients.

• finalized a clinical policies and procedures manual to pro-
vide operating guidelines for clinicians.

• opened a cooperative living facility in Missoula for chronic
patients.

Program Needs

The following are considered to be areas of greatest concern regarding

out current program. It can be noted that among the five Regional Mental

Health Centers in the state this Center has the largest population to serve

with the poorest staff to population ratio. The budget of the Center is the

smallest of the five Mental Health Regions.

Specific program concerns include the following:

1. There are many demands on Center staff in complying with state and

Federal guidelines. It has subsequently been necessary for many members

of our staff to assume a variety of clinical and administrative respon-

sibilities. It is very difficult to have continuity in program effort

when staff efforts become as diluted as has been necessary to meet obli-

gations imposed upon us.
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2. Although federal law requires specialized services for children
and the elderly we have in no fashion been able to establish programs
for these target groups which are adequate or even approach dealing
with the problem. Until such time as adequate funding is available
for additional staff, specialized services cannot be established with-
out jeopardizing other essential services.

3. Although considerable time, effort, and funds have been committed
toward services for the chronic patient, there are not adequate pro-
grams to serve this target group. We do not have adequate day treatment
programs or a sufficient number of group homes, outreach is limited and
screening and evaluation programs are minimal.

4. There is no inpatient facility in the northern part of the Region
for psychiatric patients. Although there is adequate medical staff to

provide coverage for an inpatient unit, psychiatric inpatient services

have not been developed and any patient requiring such service has to

be admitted either to the inpatient unit in Missoula or the state hospi-

tal in Warm Springs.

5. Recruitment of adequately trained professional staff is very diffi-

cult in our smaller isolated satellites. Staff do not have benefit of

association with comparably-trained peers; resources are limited; prob-

lems of isolation and communication are noteworthy; and there are few

of social and cultural opportunities. Incentives to recruit and main-

tain personnel are limited.

6. There is increasing recognition that screening and evaluation ser-

vices are inadequate particularly as related to consultation and col-

laboration with the judicial system. This gap in services becomes

increasingly acute in these times of patients' rights and civil

liberties.
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CHAPTER SEVEN

REVIEW PROCESS FOR MENTAL HEALTH SERVICE PROGRAM AREAS

According to federal guidelines, the population of a mental health ser-
vices program area is to be between 75,000 and 200,000. The upper and lower
populations limits can be waived by H.H.S. at time of approval for federal
funding. After a Center has been awarded a federal grant, if any variation
in the population of an area reduces it below the minimum or increases it
above the maximum by more than twenty-five percent, an H.H.S. waiver must be
sought or the Mental Health Services Program area must be enlarged or sub-
divided as necessary to bring it v?ithin the prescribed size.

At least every five years the Division of Mental Health and Residential
Services shall review the mental health services program areas and determine
what adjustments are necessary. This process will be coordinated with the
State Health Planning and Development Agency. The criteria to be used in
conducting the review will include:

1. The sizes of mental health services program areas must be such
that the services to be provided through the Center and their
Satellites are promptly available and acceptable..

2. The boundaries of mental health service program areas must con-
form to the extent practicable, with the relevant boundaries of
political subdivisions, school districts, and health services
areas.

3. The boundaries of mental health service program areas must elim-
inate to the extent possible, areas to access to the services of
the community mental health center, including barriers resulting
from an area's physical characteristics, residential pattern,
economic and social groupings, and available transportation.
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CHAPTER EIGHT

RANKINGS OF ^4ENTAL HEALTH SERVICE PROGRAM AREAS

1. Estimates of Population in Need by Service Program Area

A two-step procedure is used to estimate the number of target group
members residing in each service area. (Figure 1) The first , step
involves applying percentage estimates of the prevalence of mental
disability for each of the three age groups to data on the population of
these age groups for each service area. The numbers of persons in need
obtained through these calculations are then summed across the three age
groups to arrive at a total number of persons in need. The second step
involves modifying the estimates obtained in the procedure above with
indicators of social disruption to better account for the differences
that exist in the prevalence of mental disability among service areas.

The prevalence percentages employed in this analysis are identical
to those reported and based on material contained in the report o f the

President's Commission on Mental Health (1978) . The percentage of
individuals in each age group estimated to meet the target group cri-
teria (moderately and severely psychiatrically disabled) are as follows:

Figure 1

Age Percent Target

0-11 6%

12-17 10%
18-64 7%

65+ 13%

The populations figures by age group to which these percentages are

applied are based on the most recent Montana census projections for 1981.

The figures for total population in need, computed using this method, are

shown in the first column of Table 1.

The social indicators that are used in this analysis and their sources

are shown in Table 2. These include rates for suicide, divorce, ethnic
minorities, poverty and unemployment. These and similar measures have been

demonstrated in previous research to be useful in predicting the prevalence
of mental disability by geographic areas. The data used are the most cur-

rent available, and all measures with the exception of poverty, labor force

and population (based on 1970 census) are from 1977 or later.

A composite social indicator scale score was computed for each program

services area. This was accomplished by:

a. transforming the social indicators into standardized score values

(see Table 3)

,
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b. computing the mean of the five standardized score values for
each services area, and,

c. recomputing the resulting distribution into standardized
scores.

These composite social indicators standardized scores are shown in
the second column of table 1. A score of -1.0 may be interpreted to mean
that the corresponding program services area is one standard deviation
below the mean on overall social disruption; positive scores indicate
greater than average social disruption.

The composite social indicators standardized scores (z) were em-
ployed to modify the population-in-need figures based on prevalence percen-
tages (x) result in new population-in-need estimates (p) according to the
following formula:

p = X (l+.lOz)

Thereby, a services program area which is one standard deviation above
the mean on social disruption, would receive a 10% increase in its population-
in-need figure, or a services program area that is one-half the standard
deviation below the mean on social disruption would receive a 5% decrease in
its population-in-need figure. The new population-in-need figures computed
using this methodology are shown in the third column of table 1. The percen-
tages of a service program areas total population that the population-in-need
estimates represent also are shown in table 1, column 4.

The use of 10% as a weight assigned to social indicators in calculating
the modified population is based upon a western state, which has used this
formula with confidence that these are credible indicators as predictors
of the need for mental health services and to further differentiate the
population-in-need figures from total population data. These indicators will
be monitored and should they be less than satisfactory, they will be adjusted
in the following year.

2. Inventory of Mental Health Resources by Program Service Area

The resources inventory contains resource information on three separate
levels:

1. Facilities,
2. Personnel,
3. Funding allocations.

The facilities data shown in table 6, were obtained from the sources
cited. This information was collected during the first quarter of 1981 and
reflects the facilities status on December, 1978 or later. The measures
employed included the following:

a. Inpatient hospital beds licensed for psychiatric treatment,
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b. census of licensed nursing home beds whose primary diagnosis
is psychiatric or emotional (may be interpreted as an
approximate indicator of nursing home capacity for psychia-
tric clients)

,

c. the number of residential care facilities,

d. the number of residential child care facilities, and

e. the number of psychiatric emergency units.

The personnel data, shown in table 7, includes the following
measures:

a. number of physicians who stated on their licensing applica-
tions, that their primary specialty is psychiatry, or child
psychiatry and provide direct care,

b. the number of psychologists who were listed with the Board
of Psychologists from Montana who are licensed to practice
in Montana,

c. the total number of full-time equivalent employees who were
reported to work directly with clients in the program ser-
vice area centers.

The funding allocations data shown in table 4 include the number of
state, federal, local, and fees dollars which have been allocated to

program service area centers. The federal allocations do not include
the monies set aside for the operation of the Mental Health and Residen-
tial Services Division, the Community Support Project or the Manpower
Project.

3. Priority Rankings Based on Needs vs. Resources

In order to arrive at the priority rankings which take into account
the combined affect of individuals in need and resources available, it is

necessary first, to arrive at a composite resources score. There were
substantial difficulties in employing the facilities and personnel data
as they presently exist for this purpose. Many of the facilities, which
may be located in a specific program services area, are accessible to and

utilized by residents of a much broader geographic area. Furthermore, the

different facilities are not unidimensional in function or purpose, i.e.,

the existance of a certain number of nursing home beds for psychiatric
patients cannot substitute for a psychiatric emergency unit. Therefore,
the simple additive scale combining all these measures would not result in

meaningful data for establishing overall state mental health authority
priorities.

For these reasons, the Division of Mental Health and Residential
Services has chosen the measure of combined state, federal, local, and
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fees revenue as the most sound, overall index of total resources avail-
able in each program service area. While this measure may not adequately
account for private mental health resources and it does not include
state operated public residential facility funds, it does provide an
accurate and readily interpretable gauge of the overall distribution of
mental health resources from the community mental health center sector.

Population-in-need is combined with resources available by dividing
the total state and federal dollar allocations to each program services
area by the number of target group individuals estimated to reside in
that services area, producing a population-in-need per capita allocation
figure . Results of this procedure and the resulting priority rankings
are shown in table 5.

The individual facilities and personnel resources measures may
prove quite useful for the purpose of specialized mental health planning
and are published here for public information.

4. Continuing Work

In the months ahead, the state mental health authority will con-
tinue to work on refining the methodology employed in this needs assess-
ment. Part of this process will involve the implementation of regional
needs assessment surveys, to be conducted in several areas of the state
to validate and improve upon the social indicators model. Additional
technical information on the data presented in this chapter may be
obtained from the Mental Health and Residential Services Division.
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TABLE 1

Estimates of Population in Need by Region

Composite
Population Unmodified Social Percent

by Population Indicators Modified Total
Region In Need Standardized Population Population

Region 1980 1 1982 2 Scores In Need ^ In Need '^

I 98,115 7,498 2.1700 9,125 9.30
II 142,424 10,773 -2.9040 7,645 5.36

III 253,764 11,557 .7945 12,475 8.11
IV 184,732 14,117 -2.9667 9,929 5.37

V 198,377 15,089 2.9753 19,577 9.86

TOTAL 777,412 59,034 58,751

Source: U.S. Department of Commerce, Bureau of the Census.
"Preliminary Population and Housing Units Counts"
December 1980.

Note: Unmodified Population in Need calculated by multiplying

regional area population for each age group by "Presidents

Commission" Population percentage rates for each age group.

^ Note: Modified Population in Need calculated by adjusting

unmodified figure by 20% of the regional area's composite

Social Indicator Standardized Score.

Note: Percent of total Population in Need calculated by

dividing modified Population in Need by total population.
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TABLE 2

Social Indicators Raw Scores for Regions

Suicide Alcohol
Rate per Admission % Labor
100,000 Divorce Rate per % Population Force

Region
Population

1977I
Rate

1977 2
1,000
1981 3

in Poverty
1970 '^

Unemployment
1970 ^

I 19.36 56.95 7.63 15.07 6.13
II 14.04 58.91 4.75 13.88 6.50

III 20.03 64.79 7.00 14.14 4.63
IV 18.40 55.36 6.45 11.35 4.97
V 20.46 79.70 6.16 12.70 7.54

Mean 18.45 63.14 6.39 13.43 5.95

Source: "Montana Vital Statistics", Department of Health and
Environmental Sciences, 1977 pp 67-74

Source: Ibid. pp 67-74

Source: Montana Comprehensive Plan for Alcohol and Drug Abuse
Prevention, Treatment and Rehabilitation. 1981

Source: Ibid, p 24 5.

Source: Ibid, p 253.
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TABLE 3

Social Indicators Standardized Scores for Regions

Suicide Alcohol %Labor Composite
Rate Per Admi ssion %Population Force Social
100,000 Divorce Rate per in Unemploy- Indicators

Population Rate 1,000 Poverty
1970 ^

ment Standardized
Region 1977 ^ 1977 2 1981 ^ 1978 5 Scores

I .3514 -.6139 1.1494 1.1415 .1416 2.1700
II -1.7032 -.4264 -1.5202 .3132 .4326 -2.9040

III .6102 .1631 .5654 .4942 -1.0384 .7945

IV - .0193 -.7843 .0556 -1.4478 - .7709 -2.9667
V .7763 1.6694 - .2131 -.5081 1.2508 2.9753

Source: "Montana Vital Statistics", Department of Health
and Environmental Sciences, 1977 pp 67-74.

2 Source: Ibid. pp 67-74

Source: Montana Comprehensive Plan for Alcohol and Drug Abuse

Prevention, Treatment and Rehabilitation. 1981

Source: Ibid, p 245

Source: Ibid, p 253
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TABLE 4

Resources Inventory - Funding Allocations

Total
79-80 79-80 79-80 79-80 State, Fed.

Contracted Federal Local Fees Fees , Local
State Dollar Dollars Dollars Dollars Dollars

Region (lOOO's) (lOOO's) (lOOO's) (lOOO's) (lOOO's)

I 610 182 51 207 1,050
II 563 570 148 383 1,664

III 832 411 102 364 1,709
IV 626 209 52 261 1,148
V 560 147 55 253 1,015

TOTAL 3,191 1,519 408 1,468 6,586

Source: Department of Institutions, Management Services
Division, 1981. Excludes funding of State Operated
Public Residential Facilities.
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TABLE 5

Priority Need Ranking

Modified
Population

Region In Need

I 9,125
II 7,64 5

III 12,475
IV 9,929
V 19,577

Total Per Capita
State, Fed. In Need Priority
Fees, Local State, Fed. Ranking
Dollars Fees i»Local by
(lOOO's) Allocation Region

1,050 115.06 2

1,664 217.65 5

1,709 136.99 4

1,148 115.62 3

1,015 51.84 1
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TABLE 6

Resources Inventory - Facilities

Inpatient Nursing Residential Residential
Psychiatric Homes Care Child Care Psychiatric
Hospital Psychiatric Facilities Facilities Emergency

Units ^Region Beds 1 Beds 2 Beds 3 Beds 4

I -0- 18 8

II 28 20 29 15 1

III *(199)21 22 50 1

IV *(373)18 28 8 1

V 17 23 16 *(30)0 2

TOTAL (572)84 111 111 (30)15

* Available beds in state operated public facilities

Source: Department of Health and Environmental Sciences,
1978 Hospital and Related Services Annual Report, 1978.
(State Hospitals shown in parentheses)

Source: Montana Health Systems Agency, Annual Plan, 1980.
Estimated bed capability determined at 2% of existing beds.

Source: Department of Institutions, Mental Health Division, 1980.

Source: Ibid. 1980

Source: Department of Health and Environmental Sciences.
"Health Data Book". 1979.
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CHAPTER NINE

DEVELOPMENT OF MENTAL HEALTH SERVICES AREA RESOURCES

In keeping with the principle that mental health services must be
made available to all Montana citizens, regardless of ability to pay,
the State Mental Health Authority will aggressively pursue the develop-
ment of additional resources to help meet the mental health service
needs of all citizens. These efforts will include well developed
presentations to the legislative and executive branch, and a thorough
review and search for alternative sources of funding.

The Division of Mental Health and Residential Services has been
actively working toward a more constructive, cooperative relationship
with all the providers related to the Mental Health Services Delivery
System and other systems, such as the State and Federal authorities pro-
viding mental health services.

In order to justify increased state funding, a better system of need
determination and cost accounting has become necessary. Continuing em-
phasis must be placed on increased state fiscal participation as well as

increased local participation. The Division has been actively developing
its accounting capability and will continue to do so in the future. The
Division needs to develop and refine its research and evaluation capa-
bility and it will also continue to do so in the next five years.

The State Mental Health Authority will pursue various potential
sources of third party income, including contracts for residential,
training, as well as direct services for the mental health delivery sys-
tem. A better relationship is being established with the Department of
Social and Rehabilitation Services to ensure that available resources
maximally benefit the mentally ill.

Each community mental health center in the state will be responsible
for mounting a vigorous program to secure additional funding from counties
and municipalities. In those instances where counties do not participate
in mental health funding every effort will be made to educate local

officials on the importance of maintaining an effective local mental
health program. Close collaboration with the State Health Department,

Health Systems Agency, and State Health Coordinating Council, will be

essential.

The Division recognizes the need for Centers to re-examine their fee

structure in order to insure that it is reasonable and that all fees that

can be collected are collected. Toward this end, special attention will

be directed toward each program's fee structure and collections during

annual site evaluations and contract negotiations.
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PART V

STATEWIDE GOALS AND OBJECTIVES
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CHAPTER ONE

REVIEW: 1981 GOALS AND OBJECTIVES

This annual report on the FY 1980 objectives is a review of the mental
health system's accomplishments. Lack of accomplishment may be attributable
to inadequate funding, organizational changes, or the ever-present great
diversity among the regions as to local needs, available resources and
priorities.

The responses which follow are brief. If the reader desires more spec-
ific information regarding each accomplishment, it is available in Community
Support Project, Manpower Development Project and Mental Health Division
annual reports.

Progress Report on Goals and Objectives

Goal #1

The Mental Health and Residential Services Division shall
maintain leadership in the orderly integration of a state-

wide service delivery network through:

• Coordination of public and private service agencies
• Encouragement of effective linkages between state

agencies to maximize existing resources
• Articulation of the specific goals for service de-

livery system within the division.

OBJECTIVES

To maintain and broaden an advisory committee to the Community Support
Project by 9/30/81.

Result: Accomplished.

Two members of the Alliance for Mentally 111, a citizens' group made up

of family members of the chronically mentally ill were added to the Ad-
visory Committee. One member of the Lame Deer Reservation was also added
to this group for its quarterly meetings.

To develop formal written agreements that delineate the roles and respon-

sibilities for provision of services in areas of overlapping statutory
responsibility among state agencies by 11/30/80.

Result; Partially accomplished.
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The Mental Health and Residential Services Division was able to es-
tablish a written agreement with the Vocational Rehabilitation Ser-
vices Division of the Department of Social Rehabilitative Services.
The Division continues to coordinate its relationships with other
agencies in order to maximize scarce fiscal and work force resources.
However, not all are (or will be) in the form of a written agreement.

To develop a written document that clearly delineates the roles and
responsibilities of the division central office, each institution and
the community mental health programs by 3/15/81.

Result: Partially accomplished.

The Mental Health and Residential Services Division
and responsibilities for the positions in the centr
have aided the CMHCs and institutions in their requ
tion and/or advice. Also, the professionals in the
clear delineation as to their assigned responsibili
vided for clearer lines of communication as well as

tivity. Presently the Division has rough drafts fo

tutions; however, these are now subject to approval
ment Director.

revised the roles
al office which
ests for informa-
se positions have
ties which has pro-

increased produc-
r CMHCs and insti-
by a new Depart-

To develop for each institution and CMHC a Goals and Objectives Plan
for FY 81 by 8/30/81, which includes quarterly reports to the Mental
Health and Residential Services Division.

Result : Partially accomplished.

The Mental Health and Residential Services Division has received goals

and objectives from each institution and CMHC for FY 81. However,

quarterly reports were eliminated m lieu of annual reports.

Goal #2

To promote and provide high quality services within state

administered and private programs which emphasize the fol-

lowing population groups:

• Long term care populations
• Children
• Elderly
• Rural population
• American Indians

OBJECTIVES

To participate in planning and conducting one statewide training event

that focuses on the specific needs of each special population group by

6/1/81.

-113-



Result : Accomplished.

During the past year, manpower sponsored a statewide conference on
aging and mental health held in Lewistown and a conference on day
treatment services for the chronically mentally ill in Great Falls.
A conference on children for the entire Federal Region VIII was held
in Billings and co-sponsored by Manpower, while a major conference
on children's needs in Montana is being held in May in Helena. While
Manpower has not sponsored training on the mental health concerns of
Native Americans, Manpower staff have been actively involved with the
Montana United Indian Association in cooperative training efforts
around the paraprofessional mental health project of that organization.

2. To assist the five CMHCs in applying for technical assistance grants
from the HEW regional office for three or more special population
groups by 6/1/81.

Result : Accomplished.

At least one technical assistance proposal was submitted by each mental
health center.

3. To assist relevant private advocacy groups in presenting or supporting
appropriate legislation on behalf of each population group by 10/1/80.

Result : Partially accomplished.

Manpower assisted in the organization of a Legislative Action group
for the Mental Health Association and for the regional community mental
health centers. Further action around legislative issues was not appro-
priate due to legal prohibitions on state employee lobbying.

4. To initiate two interstate (regional) programs or activities on behalf
of each population group by 10/30/80.

Result : Partially accomplished.

Manpower cooperated with other Region VIII states in the regional
Children's Conference held in Billings.

5. To develop a written assessment of current community resources for
seriously emotionally disturbed children in each region and identify
service gaps by 3/1/81.

Result : Partially accomplished.

A statewide needs assessment of seriously emotionally disturbed but
underserved children has been completed. In addition, the Mental Health
Association has completed a statewide survey of resources for children.
It is expected that a comprehensive, integrated plan for seriously dis-
turbed children will be developed for presentation to the 1983 legislative
session. (See Appendices)
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Goal #3

To continue implementation of Montana's deinstitutionaliza-
tion policy of the mentally ill and developmentally dis-
abled that is predicated upon:

• Promotion of prevention services at the community
and institutional levels

• Provision of quality services within institutions
for those appropriately requiring such services

• Community placement of inappropriately institu-
tionalized persons through development of quality
community support systems for aftercare.

OBJECTIVES

To conduct, sponsor or co-sponsor at least one training event at

each institution of the division by 6/1/81.

Result: Partially accomplished.

Training events were sponsored or co-sponsored at five of the six

mental health institutions.

To develop a written staff development policy for each institution

that addresses the priority of training needs of that facility and

the procedures for implementation of their training program by

3/30/81.

Result: Partially accomplished.

A needs assessment has been accomplished for each institution.

cedures for implementation are now being developed.

Pro-

To assist the CSP in the creation of a Manpower and staff develop-

ment plan for service providers to the chronically mentally ill by

3/1/80.

Result: Partially accomplished.

A formal specific plan was not developed but CSP and Manpower mutually

agreed upon a set of several objectives dealing with the service pro-

viders to the chronically mentally ill which were included in the

Manpower goals and objectives for the 4th year.

To develop resources available, to provide an appropriate education

for all school-aged residents (ages 6-18) at each institution by

11/1/80.

Result: Partially Accomplished.
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Activities related to this objective have focused on the special
education needs of handicapped children residing at Boulder River
School and Hospital, Eastmont Training Center, Mountain View School,
Pine Hills School, Warm Springs State Hospital, and Swan River Youth
Forest Camp. The Department of Institutions and the Office of Public
Instruction agreed to a set of standards and guidelines for special
education programs in state institutions.

In addition, each institution involved was asked to prepare a detailed
plan for complying with the agreed upon standards. To date, all of
the institutions with the exception of Pine Hills School has submitted
a plan. The Office of Public Instruction is in the process of review-
ing the plans and conducting site visits to assess compliance by the
institutions of state and federal special education requirements.

5. To reduce inappropriate placements in institutional population by 15%
by 6/30/81.

Result : Not accomplished.

The correct procedure and sufficient work force was not available this
year to accomplish this objective. It continues to be an objective
of the Mental Health and Residential Services Division and is continued
in the 1982 - 86 State Mental Health Services Program.

6. To develop, implement and monitor a working agreement between Warm Springs
State Hospital and the five CMHCs by use of quarterly meetings of direct
service providers' group by 6/30/81.

Result : Accomplished.

Through regular meetings of the direct service providers group, working
agreements were fashioned and signed between WSSH and the five CMHCs.

7. Develop a specific plan and timetable to transfer those prisoners who
are inappropriately placed at the prison to the Forensic Unit at Warm
Springs State Hospital; develop three alternatives to the present
Forensic Unit at WSSH for presentation to the legislature; in coopera-
tion with the Corrections Division, identify prison population in need
of intense psychiatric treatment by 5/30/81.

Result : Partially accomplished.

A needs assessment was conducted at both WSSH and Montana State Prison.
At Warm Springs 55 patients were located in the Forensic Units and six
Forensic type patients were identified on the short-term Unit for a

total of 61 Forensic patients. At Montana State Prison 88 inmates were
identified as patients who would benefit from the services of a Forensic
Unit. The total patients identified at the two institutions was 149.

A rough draft of a proposal to construct a 150 bed Forensic Unit was
drawn up. The draft proposal cited three alternatives as to construc-
tion site.
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1. Warm Springs State Hospital
2. Montana State Prison
3. A large metropolitan city in Montana.

The proposal reviewed existing programs at Warm Springs State Hospital
and the Prison. The physical plants at both institutions were reviewed.
Major remodeling of WSSH Forensic Unit was also discussed.

In a review of recent literature on Forensic programs along with many
discussions with NIMH, the present state of the Act concerning Forensic
Programs was thought to be rather nebulous . The programs around the
country that were reviewed were those in the States of California,
Texas, Illinois, and New York. None of these were considered to be
model programs. The NIMH literature that was reviewed advised against
construction until a better and clearer direction for Forensics in

general is established.

The Interim Finance Committee of the Legislature heard the draft pro-
posal in November of 1980. The Department was told at that time that
Forensics and construction of the Forensic Unit would not be a high
priority of the Legislature since Forensics programs are quite glib
at this time. This coupled with the above review of the literature
the Department decided to hold off on a more definitive proposal until

a definite direction for Forensics is established.

By June 1981 the Mental Health and Residential Services Division will

have conducted one joint public information activity with the Mental

Health Association of Montana.

Result: Accomplished

.

An outstanding film, "Managing Stress," was purchased by the Manpower

Program. The Mental Health Association and Manpower are now cooperating

to show the film to interested groups throughout the state. Approx-

imately 1,000 Montanans have already viewed the film.

Goal #4

To provide unified, comprehensive services which include;

• Quality of care standards
• Are based on client needs
• Are cost effective and accountable

• Are evaluated

OBJECTIVES

1. To develop a uniform statistical r<:portinq system to be used by all

institutions that is compatible with CMHC formats by 1/1/81.
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Ker.u i t: Partially accomplished.

This objective assumed the institutions reported in the same fashion.
However, upon closer review it was realized the first step was to
develop a statistical system which was consistent among institutions.
Presently, we have accomplished this phase. In the future we will
begin to integrate the institutional and CMHC systems as possible.

To coordinate all agency reviews of community mental health and insti-
tutional programs to reduce duplication and inefficiency by 6/30/81.

Result : Partially accomplished.

The tentative schedule for Mental Health Division site visits of the
community mental health centers was sent to the Mental Disabilities
Board of Visitors, the Department of Health, the Montana United Indian
Association and the Health Systems Agency in December, 1980. To date,
it appears that the Montana United Indian Association will schedule
all of its visits to coincide with the Division's schedule. There
is also a possibility that the Department of Health will be able to
coordinate with the Division on one visit.

To develop a policy regarding evaluation of institutional programs by
division staff that includes criteria for such evaluation by 8/30/80.

Result : Partially accomplished.

The Mental Health and Residential Services Division has developed a

policy regarding the annual evaluation of each institution; however,
the criteria was piloted at the Center for the Aged and has been in

the revision phase since its maiden voyage. The MHRSD will continue
to work on the completion of evaluation criteria during the next year.

To conduct a site assessment of each community mental health center by

10/30/81.

Result : Partially accomplished.

Site visits of all community mental health centers have been scheduled

and will be completed by the assigned date.

To review all budgets with the respective institution at least 30 days
prior to being presented to the legislature.

Result: Accomplished.

The institutions' budgets were formulated 90 days before the legislature
convened. Sixty days prior to the legislature each institution met with

Division and Department personnel to review their requests. Thirty days

prior, the institutions were given the Department's decisions, which in-

cluded additions, deletions and a priority list of program modification
and capital construction projects. During the first three weeks of the

legislature, all budgets were again reviewed prior to their presentation
to the legislative sub-committee on appropriations.
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6. To assess the degree to which the five CMHC Manaqement Information
Systems can be centralized and to implement such centralization as

is feasible and appropriate by 1/1/81.

Result : Partially accomplished.

A comprehensive evaluation report of four of the CMHC's MIS systems
was issued on February 17, 1981. The fifth CMHC's system has not
yet been evaluated because of a change-over in the Center's computer
equipment. Currently, responses to the report from the four Centers
are being solicited before a decision on centralization is made.

7. To develop a plan for increasing the number and quality of residen-
tial community resources in the state by 12/1/80.

Results : Not accomplished.

Residential community resources did increase in the past year as the

CSP featured this area in its subcontracts with the centers but no

formal plan was devised.
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chapti:;r two

1982 - 1986 goals and objectives

One purpose of the planning process is to develop procedures and
mechanisms for managing the activities, tasks, and changes necessary to
accomplish the mission and purpose of the system. The setting of goals is
both an essential element of the planning process and an important product.
The goals in this chapter provide direction to the efforts of the public
mental health system. The objectives which follow serve the dual functions
of describing the steps necessary to accomplish the goals, and providing a
means of assessing progress. These goals and objectives are to be our guide-
lines; however, they will be responsive to changing needs and other factors
that evolve during the continuous planning process.

These goals and objectives will be pursued with established principles.
These principles emphasize the provision of cost-effective services close to
home, in the least restrictive setting, and in a manner which preserves human
dignity, privacy and rights. The goals and objectives are the heart of the
plan and serve as a unifying force which pulls together the various elements
of the plan. These elements include need, special target populations, avail-
able and needed resources, coordination with other care-givers, the rules of
the various components of the system, administration and accountability, and
as previously indicated, the principles underlying the delivery of mental
health services.

The goals are interrelated and interdependent; therefore, the order of
listing does not indicate relative priority.

GOAL #1

Rationale: Various population groups have been targeted because of their
unmet and/or unique service needs; however, the lack of resources clearly
prohibits the mental health system from meeting all those needs. The issue

becomes one of prioritization of needs. Montana's mental health systems

must establish priorities relating to needs of the recipients in their pro-

gram areas and their utilization of resources. Joint state and local plan-
ning, based upon these needs will result in the distribution of resources to

the urban and rural citizens determined to be most in need in the program
area.

Goal #1: To direct the emphasis of mental health services
toward moderately and severely mentally ill clients with
the greatest need and with assurance that the services will
provide for children, elderly, ethnic minorities, and long

term mentally disabled clients.
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Rationale : Services to children, adolescents
minorities, and long term mentally disabled c

to be inadequate until emphasis upon these ca
During FY 80, the CMHCs delivered mental heal
children and adolescents, 333 elderly people,
and provided 22,333 hours of consultation and
total services delivered to mentally ill die
will be delivered to children and adolescents
8% to minorities.

, the elderly, ethnic
lients will continue
tegories are increased,
th services to 2,374
838 minority people,
education. Of the

nts approximately 12%

8% to elderly and

Objective 1.

Objective 2.

Objective 2.

Objective 4.

To have admitted and provided direct community mental health
services to 631 elderly during FY 82 by 6-30-82. (CMHCs)

To have admitted and provided direct community mental health
services to 3000 youth during FY 82 by 6-30-82. (CMHCs)

To have admitted and provided services to 1, 024 ethnic minor-
ities during FY 82 by 6-30-82. (CMHCs)

To have contracted with CMHCs to provide 11,000 units of
consultation and education during FY 82, by 6-30-82. (CMHCs)

Rationale ; The life expectancy of both men and women is increasing.
More people are moving into the category of elderly, frequently with
concurrent mental health problems. Services are presently inadequate
for these people. Montana needs to develop a system which responds
to their needs.

Objective 5. To develop a plan for mental health services for the elderly
by 6-30-83. (MHRSD)

Rationale : Preliminary studies in Montana have indicated an alarming
rate of emotional disturbance in children and youth. This state is

unable to provide a total coordinated range of service, including
psychiatric inpatient care.

Objective 6.

Objective 7.

To have established 60 new psychiatric inpatient beds for
moderately and severely disabled youth by 6-30-84. (MHRSD)

To develop a plan for delivery of mental health services

for emotionally disturbed children and adolescents by
6-30-82. (MHRSD)

Rationale ; The concept of deinstitutionalization continues to be of

paramount importance to the mental health system. Decreasing the

length of stay-in of patients at WSSH is a responsibility of the

entire system.
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Ob^eative 8. To reduce the nwnbev of patients whv are long term (7> month
duration) at WSSH by 10% by 6-30-82. (CMHCs - WSSH)

Rationale ; Unemployment is one of the major social disruptions in
society. Very few mentally ill persons are employed. Employment
training has been successful in the re-integration of people with
emotional illnesses.

Obijeabioc 9. To establish each year, 10 additional vocational training
slots for chronically mentally ill in regional CMHC by
6-30-86. (CMHCs)

GOAL #2

Rationale : Demands for quality and greater expectations for service will
not subside. The issue of quality must be defined and measured. The issue

of quality is more important now to the health care industry than ever before.

Goal #2: To develop and implement a program review system
which assures the delivery of high quality care to identi-
fied population groups.

Rationale : Treatment and support systems in each regional center which
have responsibility for case management, advocacy and linkages among
mental health related human services for the chronically mentally ill

have been developed. The necessity for a formal evaluation is in the

forefront.

Objective 1. To conduct a formal evaluation of all direct services provided
to the chronically mentally ill during FY 82 and finalize a
report by 4-1-82.^ (CSP)

Rationale: Maintaining communications among the state and local mental
health system providers regarding program strengths and weaknesses will

increase the quality of services for the entire system. Program eva-
luation is a vehicle for transmission of this information. Improving
the standards for service delivery can increase the quality of service

delivery.

Objective 2. To establish a licensing and certification system for the

community mental health system by 6-30-82. (MHRSD)
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Objective 3. To perfam pvogram evaluations at five CMHCs duping each FY.
(MHRSD)

Objective 4. To have developed guiding principles or standards for pro-
grams serving the chronically mentally ill, minorities,
elderly and youth in all CMHCs by 6-30-83. (MHRSD)

Objective 5. To develop a program evaluation system for the three mental
health institutions by 6-30-83. (MHRSD)

Objective 6. To conduct a feasibility study of JCAH accreditation for
WSSH and CMHCs by 6-30-83. (MHRSD)

GOAL #3

Rationale ; Increased measures of accountability and demands for quality
require better management of the mental health system. The state mental
health authority and the governing boards at the local level must view
themselves as mental health system managers and take responsibility for

effective and efficient management.

Goal #3; To maintain the leadership and coordination of
agencies providing care to the mentally ill.

Rationale : More halfway houses, supportive residences and other
group living arrangements need to be developed to meet the needs of
mentally ill clients. Assurances for proper treatment must accom-
pany this development.

Objective 1. To develop standards for residential facilities operated by

CMHCs by 6-30-83. (CSP - MHRSD)

Rationale ; The transportation of mentally ill people needing in-

patient care from Region I to WSSH is expensive and the most re-

strictive treatment.

Objective 2. To establish inpatient services for psychiatrically ill

people residing in Region I by 6-30-83. (CMHCs)

Rationale ; It is incumbent upon the mental health system to assure

mentally ill clients who are required to reside in restrictive environ-

ments are given reasonable protection from harm and appropriate living

conditions.
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objective 3. To ensure all residential buildings for* mentally ill com-
ply with life safety codes each year of the evaluation
by 7-1-83. (MHRSD)

Rationale : There will be increased coordination and collaboration
between different human service agencies to achieve better planning,
research, training, and program development, implementation, and
evaluation.

Objective 4. To have conducted a survey of agencies that interact with
the MHRSD in order to gain their perceptions of the
working relationship and to solicit their recommendations
on how the relationship might be enhanced by 11-30-81.

(MDP)

Rationale : The focus of mental health system strategies will expand
from attempts to impact individuals to include attempts to influence
and change social environments.

Objective 5. To conduct five public hearings regarding planning of mental
health services by 6-30-82. (CSP)

Rationale : Emphasis on improving the client's capacity to achieve
higher levels of functioning must be continued, validated and re-

ported.

Objective 6. To establish a method of measuring the level of functioning

for seriously mentally ill residents in the community by
1-1-82. (CMHCs)

Objective 7. To utilize the measure of level of functioning for seriously
mentally ill to assess if they are achieving higher levels

of functioning by 6-30-83. (CMHCs)

Rationale : Cooperative agreements and affiliation agreements will be

developed and monitored more closely for both implementation and

results.

Objective 8. To negotiate an agreement among Indian Health Services,
Tribal Councils, and the Department of Institutions regarding
involuntary commitments to WSSH by 1-1-82.
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GOAL #4

Rationale : The mental health system's approach to cost containment is to
make the best use of resources that are available. This calls for more
creative and innovative uses of limited resources that result in high qua-
lity levels of care without jeopardizing budgetary considerations.

Goal #4: To deliver cost effective treatment to all mod-
erately and severely mentally ill people, through combined
planning and resource distribution.

Rationale : Emphasis on establishing treatment and support systems in

the community will continue.

Objective 1. To facilitate the establishment of SO additional acute general
psychiatric beds in Kalispell, Miles City and Helena by
6-1-84. (CMHCs)

Rationale : Quality of care in institutions needs to continue to re-

spond to the needs of the patients.

Objective 2. To provide a complete pharmacy program by 6-30-82 at the

Center for the Aged. (C/A)

Rationale : The cost of mental health services and employee retention

difficulties are special problems for Montana. A system which con-

tains cost and retains qualified practitioners in our rural areas is

needed.

Objective 3. To evaluate the difference between the delivery of urban and

rural mental health services in each Region by 6-30-82.

(CMHCs - MHHSD)

Rationale: Services to chronically mentally ill populations require

expanded personnel and fiscal resources.

Objective 4. To prepare and submit a grant proposal under the Mental Health

Systems Act for services to chronically mentally ill by

12-1-81. (CSP)
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Rationale : Providing the funds necessary for an effective mental
health system requires the participation of state and local govern-

ments. Fee collection, according to the client's ability to pay, is

an important component, also.

Objective 5.

Objective 6.

Objective 7.

To have all counties participating in the funding of the

mental health system by 6-30-83. (MHA)

To increase the ootmty funding resources by 20% by
1-1-83. (CMlICs)

To increase patient fee collections by 10% as compared
to previous fiscal year in CMHCs by 6-30-82. (CMHCs)

Rationale : The most constructive response to resistance to increased
funding would be action to mitigate and control rising costs and to

determine and document the reasonableness of cost categories. Per-
formance contracts will allow providers greater flexibility and direc-

tion for planning mental health care in their communities while pro-
viding a mechanism for increased accountability.

Objective 8. To implement a consistent fiscal system for the allocation

of state funds to CMHCs with purchase of service contracts
by 6-30-82. (MllRHD)

GOAL #5

Rationale: The primary issue for mental health today is that the mental
health service needs of the citizens are much greater than the resources
available to meet those needs. Therefore, effective work force issues

continue to need innovative development and implementation. Furthermore,
the development of support systems and service setting which supplement
the existing system are needed.

Goal #5: To increase the mental health systems service capa-
city through well developed staff, facility and fiscal re-

sources and thoir appropriate utilization.

Rationale: Providing residential facilities in the community in-

creases the probability of habilitation for mentally ill people.

Objective 1. To increase the community residential components of the

mental health system by an additional 24 beds by 6-30-83.

(MHRSD - CMHCs)
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Rationale : There is a shortage of professionals trained specifically
to work with children, chronically mentally ill, minorities and
elderly.

Objective 2. To provide 5 eduaalional seminar's to health professionals
regarding treatment methods for mentally ill by 6-W-82.
(MDD

Objec^tioc f'^. To provide four l.raimng and cdiwat/ion sessions Lo I he
MIIR::D emjdoyees by (>-,-^o'-H'A. (MDP)

Rationale : The high "burn out" rate in the institutions is expected
to continue, as expectations increase amidst fiscal constraints and
limited resources.

Objective 4. To conduat an evaluation of WSSU i.n regard to recruitment
and retention by 4-1-82. (MDP)

Rationale : Mobility for mentally and physically handicapped people
is important to continued habilitation and societal integration.

Objective S. To develop transportation systems for mentally and physi-
cally handicapped people by l-l-8i^. (CMllCs)

Rationale : Analysis of the total mental health work force is necessary
to determine the strengths and weaknesses of the personnel system.
Effective distribution of the work force will soon become the deter-
mining factor for the delivery and quality of services.

Objective 6. To establish a comprehensive data base of the mental health
work force in Montana by 4-15-82. (MDP)

Objective 7. To provide technical assistance to the Mental Health Assoc-

iation on a survey of private sector delivery systems by
6-20-82. (MDP)

Objective 8. To have conducted, studies of the mental health work force
requirements for carrying out service goats in the Mental
Health Services Program (i.e., minorities, children,

elderly) by 4-20-82. (MDP)

Rationale : There is a need for educational programs for training
managers and administrators in order to promote a positive approach
toward mental health care systems management and to explain manage-
ment techniques and tools for achieving quality of care and cost-
effectiveness.
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objective 9. To provide two training programs on management issues for
mental health, personnel annually. (MDP)

Rationale : Montana requires a program plan for treatment of forensic
patients.

Objective 10. To develop a program plan for treatment of forensic patients
at the state institutions and after release to the community
by 4-1-85. (MHRSD)

GOAL #6

Rationale : The concepts of prevention of mental illness and promotion of
mental health clearly deserve more attention. The programs designed can be
effective and economical.

Goal #6: To provide prevention and education services based
upon previously demonstrated effective programs to promote the
mental health system and prevention of mental illness.

Rationale : Prevention efforts relating to individuals and families will
receive emphasis from the private sector.

Objective 1. To increase the number of consumer and consumer representative
advocates for the chronically mentally ill to 400 by 6-30-82.

(CSP)

Rationale : There is an increased public awareness of the need to develop
educational opportunities for individuals working in prevention.

Objective 2. To conduct a Region VIII Learning Community Conference in
Great Falls by ^11-30-81. (CSP - MDP)

Objective 3. To conduct a statewide vocational workshop on long term dis-
abled people by 3-21-82. (CSP - MDP)

Rationale : In energy development or economy decline impacted areas new
strategies will prove useful in communities forced to deal with social
disruption.
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Objective 4. To develop an assessment of the impact of rapid population
growth or employment decline has on the mental health
system by 6-20.-82. (MDP)

Rationale: Volunteers serve as one of the unlimited but untapped re-

sources available to the mental health system. There is a need to

recruit, train and support more volunteers. Many volunteers serve as

models with successful coping skills for mentally ill clients.

Objective 5. To establish a formal volunteer system in two communities
and two institutions by 6-20-83. (MDP)

Rationale: Public awareness of the problems and successes of the

mental health system and the people who have utilized it is impera-

tive to the continuation of these needed services.

Objective 6. To prepare and distribute a CSP newsletter three times during

FY 82. (CSP)
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APPENDIX I

Mental Health and Residential Services Division
Mental Health Advisory Council

NAME

Eva VanArsdale

Bernadine Wallace

Norma Ashby

Sue Tillet

John Allen

Zella Jacobsen

Dee Ann Cooney

CLASS RESIDENCY

1.3 Billings

1.4 Clancy

1,3 Great Falls

1.3 Missoula

2.4 Helena

1,2,3 Great Falls

1,3 Butte

OCCUPATION

Advocate

Consultant

News
Commentator

Congressional
Aide

Program
Director

Psychiatric
Nurse

AREAS OF INTEREST

Mental Health Assn.

Ethnic Minorities,
Mental Health

Mental Health Assn.

Mental Health

ACTION

Montcina Nursing
Association

Copywriter Youth

1 - Representatives of consumer, including clients and their families

2 - Provider

3 - Representatives of non-government organizations or groups

4 - Representatives of state agencies
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ALL INTERLSTED PARTIES Septerrfcer 23, 1980

J. Bailey Mo.lineux, Ph.D.
Chairman, InLeragency Committee on Emotionally
Disturbed Children

Statewide Needs Assessment

During August, 1980, the State Interagency Committee on Emotionally Disturbed
Children conducted a needs assessment of 200 youth service providers - the
CMHC's, group homes, social service workers, district courts, aftercare
workers and private psychiatrists and psychologists - to determine the number
of seriously emotionally disturbed youths in Montana in need of more
intensive treatment. Ninety-six of those 200 youth service providers
responded. Each was asked to provide the initials, dates of birth and sex
of the youths listed to avoid duplicated counts.

The results, broken out by age, sex and degree of disturbance - moderate
and severe - are presented below:

NUMBER OF SERIOUSLY EMOTIONALLY DISTURBED YOUTHS IN MONTANA
IN NEED OF MORE INTENSIVE TREATMENT

August, 1980
(Unduplicated Numbers)

Severely Disturbed

(in need of institutional treatment)

Males females Total

12 and under 7 4 11

13 and over 67 25 92

Total 74 29 103

Grand Total 103

Moderately Disturbed

(in need of intermediate residential treatment)

Males

12 and under 78

13 and over 196

Total 274

Grand Total 408

Females Total

28 106

106 302

134 408
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3Ki<lciKi 591120

TED SCHWINDEN
GOVERNOR

April 8, 1981

Carroll V. South
Director
Department of Institutions
State of Montana
1539 nth Avenue
Helena, Montana 59620

Dear Carroll

:

Pursuant to the requirements of the Mental Health Systems Act
(P. L. 96-398) and by virtue of the authority vested in me as Governor
of the State of Montana, I hereby designate the Department of Institutions
as the Single State Mental Health Authority for the purpose of vesting,
in your Department, the responsibility for developing the State Mental
Health Services Program and any attendant responsibility incurred by
Montana through our participation in the MHSA.

It is my hope that the goal of an improved mental health care delivery
system for the citizens of this state can be achieved through a positive
federal, state, and local partnership which is a very integral component
of the Mental Health Systems Act. Be assured that I am committed to
working cooperatively in support of you and your staff in accomplishing
the goals of this mental health legislation.

Sincerely,

T^ SCHWINDEN
Governor

cc: Dr. Stanley Mahoney
NIMH - Region VIII
ADAMHB Bureau
DHHS
Federal Office Building
Denver, CO 80202
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TED SCUVVI.NDK.N
GOVERNOR

April 7, 1981

Dr. Herbert Pardes, M.D.

Director, Division of Mental Health Services
Programs

National Institute of Mental Health
Depciruiient of Health and Human Services
5600 Fishers Lane, Room IIC - 26
Rockville, Maryland 20857

RE: Designation of State Mental Health Authority

Dear Dr. Pardes:

In response to your letter requesting the name of the designated
State Mental Health Authority and the agency's chief official, effective
April 1, 1981, I have designated the Department of Institutions as the
Single State Mental Health Authority for the State of Montana as
described in the enclosed correspondence.

The Director of the Department of Institutions is Mr. Carroll V.
South and any information or correspondence relating to Montana's partici-
pation in the Mental Health Systems Act should be directed to:

Mr. Carroll V. South, Director
Department of Institutions
1539 11th Avenue
Helena, Montana 59620
(406) 449-3930

I trust this information is satisfactory to your needs at this time.
I can assure you that yoj can expect, through Mr. South, the full cooper-
ation and interest of his office in perfecting this state's mental health
delivery system.

Sincerely,

TED SCHWINDEN
Governor

Enc.

cc: Mr. Carroll V. South
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DEPARTMENT OF INSTITUTIONS

Ted Schwinden, Governor

STATE OF MONTANA'
1539 ELEVENTH AVENUE

(406)449-3930 HELENA, MONTANA 59601

April 1, 1981

Peter S. Blouke, Administrator
Mental Health & Residential Services Division
Department of Institutions
Helena, Montana 59601

Re: Mental Health Council's Compliance with Non-Discrimination

Dear Dr. Blouke:

After examining the current law in Montana, it is my opinion that the
several mental health corporations which we contract with to provide mental
health services must comply with both federal and state law concerning non-
discrimination as far as services and employment.

Under federal law. Title 6 of the 1964 Civil Rights Act and 42 U.S.C.,
Section 2000d, agencies receiving federal funds must be in complete
compliance with non-discrimination policies. Further, the 1972 Montana
Constitution and Title 49 of the Montana Codes Annotated insures that there
is no discrimination in Montana. To do so, would be a clear violation of
both federal and state law. I feel that our contracts with the mental health
centers guarantee that there is compliance to both federal and state law as

to non-discrimination.

Also, Montana law, 2-2-125 MCA, assures that members of the board of
directors of mental health corporations are not involved in conflicts of
interest as members. I view this as compliance with accepted standards.
However, to insure further compliance, we will require such a statement in

future contracts.

Very truly yours.

^.^ct .Qc^t^^^J^
Nick A. Rotering
Legal Counsel for the
Department of Institutions

NAR/bt

AH EQUAL OPPORTUNITY EMPLOYER



DEPARTMENT OF INSTITUTIONS

THOMAS L. JUDGE. GOVERNOR 1539 ELEVENTH AVENUE

STATE OF MONTANA'
(406)449-3930 HELENA, MONTANA 59601

April 28, 1981

Peter S. Blouke, Ph.D., Administrator
Mental Health and Residential Services Division
1539 Eleventh Avenue
Helena, Montana 59601

Dear Dr. Blouke:

The Mental Health Advisory Council has reviewed the Montana Mental

Health Program Services Plan - 1982-86.

The Council appreciated the Division's emphasis upon accountability

as well as the realistic objectives.

In June the Council will meet again to discuss any comments received

by the Division from other agencies and individuals.

I commend the Division and Council for their dedication and contri-

butions, and urge all related persons to mental health programs to give

this plan their utmost cooperation.

Since

I

'' 0^ohn Allen, Chairperson
ontana Mental Health Advisory Council

AN EQUAL OPPORTUNITY EMPLOYER
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